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Nocturnal Enuresis in Adults 


F. E. WEATHERBY, M. D. 
Lieutenant Colonel, Medical Corps, U. S. Army 
El Paso, Texas 


VINCE nocturnal enuresis is most common in 
») childhood, the majority of writers on this sub- 
ject have been concerned with children. Adults 
who are afflicted have usually been looked upon 
as constitutionally inferior, without a sufficiently 
favorable prognosis to justify extended observa- 
tion. 

Twenty cases of this condition have been studied 
during the past year: two, aged 17; eight, 18; 
eight, 19; one, 21 and one, 29. Fifteen were en- 
rollees of the Cvilian Conservation Corps and five 
were recruits in the Regular Army. No patients 
having a psychosis or suffering from an organic 
neurological disease have been included. 

HEREDITARY FACTORS 

A definite history of nocturnal enuresis in oth- 
er members of the family was obtained in five 
cases. In one of them the mother had suffered 
from enuresis; two had brothers who were bed- 
wetters; one had a maternal cousin and another 
three maternal cousins, who suffered from the 
same condition. Conditions other than enuresis 
were found in the families of six patients: 

In two cases one parent had died of kidney dis- 
ease or of “dropsy”; one had an alcoholic father; 
one had a sister who suffered from fainting at- 
tacks and was backward at school; one was a 
full-blooded Indian from a large family of which 
seven sisters had died in infancy; another had 
three brothers who died in very early life of un- 
known cause. 

CHILDHOOD DISEASES 

Most of the patients had had the usual diseases 
of childhood but in the majority these infections 
occurred after the habit of enuresis had become 
established. In one case there was a history of 
measles at 3 years and in another at 5 years. The 
patient with the alcoholic father claimed to have 
been kicked in the kidney region when an infant. 
Two patients gave a history of pneumonia at 4 
years or younger. One of them, who was rather 
small, wore an 814 size hat, and was apparently 
hydrocephalic. Other individual environmental 
factors during childhood are not known. 


*Read at the annual meetine of the American Psychiatric 
Association, San Francisco, Calif.. June 8, 1938. 

From the Neuropsychiatric Section, Medical Service, William 
Beaumont General Hospital. El Paso, Texas. 

*Published with the permission of the Surgeon General, U. 8. 
Army, who assumes no responsibility for the opinions expressed 
or the conclusions drawn by the author. 


ONSET 

Eleven patients dated their enuresis from their 
earliest memory and their condition seems to have 
been a persistence of infantile habit. One of the 
eleven believed that his condition followed meas- 
les at 3 years. Three patients described onset at 
8 or 9 years, one as in late childhood, “less than 
14”, One said that his trouble began after meas- 
les at the age of 13. Another gave onset at 18 
“after a spider bite”, childhood enuresis having 
ceased at 9. One began at 19, after acute alco- 
holism that was followed by a severe upper res- 
piratory infection. In one the condition began 
at 18, one month after he had been struck in the 
lumbar region in a fall from a ladder. An ab- 
scessed tooth at the age of 17 was the attributed 
cause of another patient’s present condition, his 
childhood enuresis having ceased at the age of 8 
years. 

EDUCATION 

Two patients were entirely illiterate. One pa- 
tient completed the third grade at 11 years, three 
completed the seventh grade and five the eighth 
grade. One completed the first year of high school 
at 17 years and one was a high school graduate. 
Seven others were able to read and write. A num- 
ber of patients were somewhat backward at school, 
but the entire group is not much below an educa- 
tional cross-section of the other members of the 
CCC who were not suffering from enuresis. 

MENTAL AGES 

Three individuals were classed as 10 years or 
less; two as 12 years or lower, and the others 
ranged from inferior to average adult. 

NEUROTIC MANIFESTATIONS 

One patient was very timid and complained of 
pain in the lumbar region; two had slight tremors 
and gave accounts of subjective nervousness; one 
was somewhat underweight and poorly developed. 
Associated symptoms sufficient to justify a definite 
diagnosis of hysteria or neurasthenia were not 
found in any of these cases. 

PREVIOUS COURSE OF THE DISORDER 

Widely differing previous histories were obtained. 
In one group of seven patents, enuresis had oc- 
curred from every night to twice per week; two 
of these cases had late onset at the ages of 18 and 
19. 

In nine patients one week or more was the usual 
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interval with free periods as long as three months 
in one case. 

A third group of four included one who describ- 
ed enuresis at irregular intervals, one who recov- 
ered from childhood enuresis at 13 but had a re- 
currence in the Army at 18, one who ceased at 21 
for more than five years but relapsed at 27 and 
showed enuresis after enlistment at 29 and one 
who had late onset in childhood, wet bed in CCC 
camp at age of 17, was free from the habit for 
three years after the age of 18 but relapsed at 21, 
after enlilstment in the Army. 


LABORATORY STUDIES 

Routine urine examinations, blood counts, Was- 
sermann and Kahn reactions, blood chemistry for 
non-protein nitrogen and sugar estimation, phenol- 
sulphonphthalein excretion and Fishberg concen- 
tration tests were carried out in all cases. All of 
these tests were negative and no evidence of ne- 
phritis was found in any case. Twenty-four hour 
measurements were carried out in an endeavor to 
discover cases of diabetes insipidus. The total 
amounts of urine passed were within normal lim- 
its in all cases, and routine x-rays of skulls failed 
to disclose any abnormality of the sella turcica. 

In making modified Mosenthal tests for specific 
gravity variations with patients on ordinary diet, 
a rather remarkable day-night ratio was discov- 
ered in one patient who passed 276 c.c. from 7 A.M. 
to 7 P.M., and 800 c.c. between 7 P.M. and 7 A.M., 
a D-N ratio of approximatetly 1:3. This reversal 
of normal relationship would ordinarily be associ- 
ated with chronic nephritis and would be accom- 
panied by variations in the Fishberg concentra- 
tion test and other kidney studies but the patient 
showed no other laboratory or clinical evidence of 
kidney disease.’ 


Repeated day-night comparisons were then made 
of all patients, with the result that a number 
showed repeated D-N ratios of less than 2:1. It 
was therefore considered that in some cases, en- 
uresis might be dependent upon altered kidney 
habit. 

Pawlow considered all acts as reflexes’? and from 
that standpont the complicated physiologic action 
of the kidney might be so regarded. It is clinical- 
ly remarked that the normal kidney “concentrates” 
at night and “dilutes” during the day; this is 
probably conditioned by our life-long habit of 
sleeping and fasting at night without fluid intake, 
the reverse holding true during the day. 

It has been common practice in cases of enure- 
sis to restrict fluids at night. However, if the cases 
having an unusual amount of urine at night are 
abnormally conditioned, the reconditioning process 
might well include extra liquids during the day. 
Increase of fluids in such cases is an unusual pro- 
cedure and if successful in altering the day-night 
ratio in any appreciable degree, would offer a new 
suggestion for treatment. 

A tabulation of day-night ratios (a) with the 
patient unrestricted and (b) with fluids withheld 
at night but increased during the day is as follows: 
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TABLE I 
Patient H 


(b) Fluids restricted at 
night but pushed during 
day. 
Night D-N Ratio: 
430 + | 
1005 :10 
950 
1750 
850 
1000 
1000 
900 
1075 
440 
400 
620 
520 
730 
425 
750 





(a) Fluids 
Unrestricted 


Day 
577 
805 
538 
493 


Night D-N Ratio: 
675 : 
1650 : 

375 

750 


Day 
980 
900 
525 
660 

1265 
985 
865 
885 
550 
425 
550 
600 
400 
600 
475 
450 


In the case of Patient H (Table I) improvement was shown 
with alteration of fluid intake, and this patient had no enuresis 
for a month prior to his discharge. 


o 


A strong tendency to 
nocturnal polyuria is 
shown with increased 
fluids during the day, 
in spite of restriction in 
the evening. 
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Some further results in other patients (with an 
extra quart of water or other liquid during day 
and no fluid allowed after 5 P.M.) are presented in 
Table II. 


TABLE II 


(a) Fluids 
Unrestricted 





(b) Fluids restricted at 
night but pushed during 
day. 

PATIENT N 

Day Night D-N Ratio: 
635 275 7:3 
490 250 | 


Day 
2880 
840 
430 
320 
295 


Night D-N Ratio: 
680 $I 
340 
330 
360 
620 


Never wet bed after 
arrival at hospital 
PATIENT F 
405 300 
565 225 
595 325 
665 970 

Wet bed only once; 
free for three weeks 
when discharged. 
PATIENT L 
453 375 
248 375 
182 375 
524 360 : 

481 360 : 
585 450 4: 

D-N ratios increased 
by regulation of fluids 
still less than text-book 
normals. No enuresis 
while in hospital. 
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519 
740 
785 
1220 
865 
765 
925 


350 
1300 
575 
1150 
1000 
750 
725 


4:3 
8:3 
2:1 
2:3 
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638 
710 
610 
865 
425 
700 
500 
500 
580 


320 
310 
585 
575 
400 
345 
350 
375 
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In Patient T, there was no success in changing D-N ratios, 
but less total fluid was taken in 24 hours while on this regime. 
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TABLE III 
Patient T 
(b) Fluids restricted at 
night but pushed during 
day. 
Night D-N Total 
Ratio: 
435 6:4 


(a) Fluids 
Unrestricted 


D-N Total 
Ratio: 
875 900 1:1 
740 665 1:1 1405 420 625 4:6 1045 
775 750 1:1 £1525 525 750 5:7 1275 
No enuresis was observed in this patient during 
a period of five weeks. 


Day Night Day 


1675 650 1085 


It was not found that all enuresis patients have a nocturnal 
polyuria, but this condition may be present even when the 
primary cause of the enuresis is some other condition such as 
bladder irritation. Thus, a patient with trigonitis presented: 

Day Night D-N Ratio: 
925 1400 2:3 
440 475 1:1 
250 1275 1:5 


COURSE IN HOSPITAL 

Of three cases of mental deficiency (moron), one 
patient showed no improvement, one wet bed only 
once in three weeks, and one showed no enuresis 
for five weeks prior to discharge. (The latter case 
had late onset at 18 after acute respiratory dis- 
ease.) 

Of six patients with familial tendency or poor 
heredity, one showed no improvement, two (with 
cousin bedwetters) showed no enuresis for five 
weeks prior to discharge, and in three cases (one 
of whom had one reversed D-N ratio) time was in- 
sufficient for adequate observation. 

Of three cases classified as inferior, one patient 
who was hydrocephalic and one whose condition 
followed measles at 13, made no improvement. The 
other patient left without authority and further 
observation was impossible. 

Two patients were found to be suffering from 
trigonitis and ceased enuresis completely under 
treatment with argyrol instillations. 

The high school graduate for whose enuresis no 
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cause could be assigned, was not observed a suffi- 
cient time for any conclusion to be drawn. One 
patient with a history of pneumonia in infancy 
was free for two weeks prior to discharge. A pa- 
tient whose condition began at 18 following an ab- 
scessed tooth was also free for two weeks. 

In three cases no other etiological factor than re- 
versed D-N ratio was discovered. These patients 
had no enuresis for one month, six weeks and sev- 
en weeks, respectively, prior to their discharge. 


SUMMARY AND CONCLUSIONS 

1. In a study of twenty cases of nocturnal enu- 
resis in young adults, five patients had a definite 
history of hereditary or familial tendency toward 
this disorder. Six others had rather poor heredity 
in other respects. 

2. Three of the twenty patients were mentally 
defective with mental ages below 10 years and 
three others were considered to be constitutionally 
inferior. 

3. By no means should all adults suffering 
from nocturnal enuresis be considered as defec- 
tive inferior or constitutionally psychopathic. 

4. In five cases, repeated day-night urine ratios 
of less than 2:1 were demonstrated and in three of 
them no other etiologic factor for their enuresis 
was found. A group of cases may be separated in 
which nocturnal] enuresis is associated with revers- 
ed kidney-habit and in a broad sense this reversal 
may be looked upon as a conditioned reflex. 

5 In addition to the usual restriction of fluids 
in the evening, an attempt was made to re-condi- 
tion these patients by forcing extra fluids dur- 
ing the day This method was particularly success- 
ful in three cases in which no other etiologic fac- 
tor than reversed or lowered D-N ratios was found 
and is offered as a new suggestion for treatment. 


Wm. Beaumont Hospital. 
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Sulfanilamide in Treatment of Brucellosis 


LYLE A. CONDELL, M. D. 
Safford, Arizona 


INTRODUCTION 
N the vicinity of Safford there occurs a malady 
which has been given the lay designation of 
“ditch fever.” The symptoms vary from those 
typical of typhoid, brucellosis, trichinosis or ma- 
laria to those which might vaguely apply to any 
number of diseases. 

According to Huddleson', “The clinical symptoms 
of undulant fever are extremely variable and com- 
plex, so much so that it is difficult for the clinician 
to make a diagnosis of the disease without the aid 
of laboratory tests. There are two chief forms of 
the disease, the acute and chronic. The chief 


Read before 48th Annual Session, Arizona State Medical Asso- 
ciation, Phoenix, April 13-15, 1939. 


symptoms and signs which characterize the acute 
form are as follows: weakness, especially in the 
afternoon and evening, loss of appetite, occipital 
or frontal headache, drenching sweats, chills, pains 
in the back, joints, muscles and abdominal region, 
cough, constipation, insomnia, frequent and per- 
sisting nose bleeding, intermittent and remittent 
fever, loss of weight, enlarged spleen, enlarged peri- 
pheral lymph glands, reduction in hemoglobin and 
leukopenia with a relative lymphocytosis. The on- 
set of the disease may resemble the symptoms and 
signs of influenza, or it may be characterized only 
by weakness and lassitude without any noticeable 
elevation of temperature for one week to ten days. 


The chronic type of the disease is characterized 
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by symptoms which in most instances do not re- 
semble those seen in a typical case of undulant fe- 
ver. There are data which indicate that many 
cases of the chronic form have emerged from the 
acute form of the disease. The symptoms and 
signs that are usually observed in the chronic 
form are as follows: asthenia, readiness to fatigue, 
sense of fullness at top of head, pain in the occipi- 
tal region, in the vertebral region, and in various 
joints. Nervousness, apprehensiveness, impare- 
ment of memory, lack of emotional control, melan- 
cholia, gastro-intestinal pains and constipation. 
The temperature of the patient seldom, if ever, 
goes beyond 102° F. There may occur long inter- 
vening periods in which it remains normal. Ob- 
jective symptoms are usually absent. The dura- 
tion of the chronic form is from three months to 
several years. 

There is a sub-clinical form which is so mild and 
of such short duration that it usually passes un- 
diagnosed. The patient may complain of head- 
ache, weakness, joint aching and loss of appetite. 
The temperature may reach an elevation of 103° 
F. The duration is from three to seven days. 

The malignant form of the disease has been ob- 
served in a few instances. This form is charac- 
terized by extreme prostration, severe pains in the 
muscles and head, and delirium. This form is not 
unlike the symptoms which characterize meningo- 
encephalitis. 

DIAGNOSIS 

Individuals suffering from chronic unexplainable 
diseases characterized by no or a very low temper- 
ature, or a high temperature in the afternoon, 
should be examined for undulant fever.” 

From the standpoint of laboratory aids the fol- 
lowing might be mentioned, in order of preference: 

a. Blood culture. 

b. Agglutination tests. 

c. Intradermal test. 

d. Opsonocytophagic activity. 

Diagnosis is further complicated by the fact that 
positive blood cultures may not always be obtain- 
ed that probably ten or fifteen per cent of the 
cases of brucellosis never develop agglutinins in 
significant titres, and that the interpretation of the 
intradermal or opsonocytophagic activity tests do 
not always (in my experience, at least) give clear 
cut definitions. 

The blood picture in brucellosis may often give 
an aid in diagnosis. According to Munger and 
Huddleson’ the blood picture of Brucella melitensis 
infections is characterized by a leucopenia, with a 
relative lymphocytosis and monocytosis. 

In July, 1937, a patient was referred to me with 
a tentative diagnosis of typhoid, although no lab- 
oratory tests had been made. A blood specimen, 
submitted to the Arizona State Laboratory, did not 
agglutinate the antigens of typhoid, paratyphoid A, 
paratyproid B, tularemia or Proteus O X 19, but 
did agglutinate Brucella abortus in a dilution of 
1:200. This immediately suggested the possibility 
that some of the cases of “ditch fever” were not 
enteric infections. as commonly believed, but were 
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either clinical or subclinical cases of brucellosis. 
Within a short time several similar cases con- 
firmed this suspicion. 

SULFANILAMIDE IN TREATMENT 

At that time, it occurred to me that sulfanila- 
mide might be useful in the treatment of brucel- 
losis This was suggested by the satisfactory re- 
ports on its use in the treatment of streptococci, 
gonococcic and other infections It appeared that 
this agent was particularly effective against gram 
negative organisms (i.e., the Gonococcus and colon 
bacillus). Since the organisms of the genus Bru- 
cella (formerly classified in the genus Alkaligenes) 
are minute gram negative rods (often oval or coc- 
coid in shape), there seemed to be some justifica- 
tion for the use of sulphanilamide. It should be 
mentioned, however, that subsequent studies by 
many investigators, have shown that the action 
of sulfanilamide is not restricted to gram negative 
organisms. 

At the time that sulfanilamide therapy was in- 
troduced, there were, to my knowledge, no refer- 
ences in medica) literature regarding its use in 
the treatment of brucellosis. Since the early part 
of 1938, several articles have appeared and refer- 
ences have been made to articles published in Eu- 
rope as early as 1936. 


CASE HISTORIES 

CASE No. 1. H. R., Mexican male, 11 years. 
First seen July 9, 1937. Chief complaint: back- 
ache, headache, occasional chills, loss of appetite. 
Tempereature 101; systolic pressure 90, diastolic 
65; respiration 18. A tentative diagnosis of un- 
dulant fever was confirmed by a laboratory report 
on July 12 that the patient’s serum agglutinated 
Brucella abortus in a dilution of 1:400. Sulfanila- 
mide was given immediately; sixty grains in divided 
doses daily for the first three days, twenty grains 
thereafter until July 29, when treatment was dis- 
continued. The patient was much improved on 
July 15; temperature was normal and backache 
and headache had disappeared. All symptoms 
were absent on July 29, and the patient since that 
time has continued to feel well. 

CASE No. 2. M.R., Mexican girl, 8 years. First 
seen in consultation July 17, 1937. Chief com- 
plaint; temperature, inflammatory rheumatic con- 
dition involving knee, ankle, elbow, and wrist joints 
bilaterally. Two weeks earlier, without the aid of 
laboratory examinations, a tentative diagnosis of 
typhoid was made, and three 1% c.c. injections of 
typhoid-paratyphoid vaccine had been given. On 
July 20, the laboratory reported that the patient’s 
serum agglutinated Brucella abortus in a dilution 
of 1:200. With the consent of the family physi- 
cian, forty grains of sulfanilamide (divided doses) 
were given for five days, then twenty grains per 
day for fifteen days, when treatment was discon- 
tinued. For the first. week, little change was noted. 
but by August 3, the temperature was normal, the 
rheumatic condition had disappeared, and when 
last seen, the patient felt well. 

CASE No. 3. Mrs. F., white female, 28 years. 
First seen August 1, 1937. Illness dated back to a 
spontaneous abortion, eighteen months earlier, and 
a slight afternoon temperature for about three 
months. Following this, her health gradually im- 
proved, and the temperature disappeared. In Feb- 
ruary, 1937, she became pregnant. The pregnancy 
terminated in May with a spontaneous abortion. 
The afternoon temperature reappeared, night 
sweats, headache and backache were common. 
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there was loss of weight and a complete loss of 
appetite. Previously, a chest x-ray and serologi- 
cal tests for syphilis, typhoid, paratyphoid, and bru- 
cellosis had been negative. The patient was ex- 
tremely nervous, had been confined to bed for two 
months, and had lost about twenty-five pounds. 
August 13, the laboratory reported that her serum: 
agglutinated Brucella abortus antigen in a dilu- 
ion of 1:100. Swifanilamide was given—sixty 
zrains, in divided doses, for the first four days, 
commencing August 17, then forty grains daily for 
he next two weeks. On the fifth day, tempera- 
ure was normal and has remained so since that 
ime. August 25, the serum did not agglutinate 
Brucella abortus and has not since. No other 
treatment was given, other than reduced iron t.i.d. 
By December 17, 1937, she had gained twenty 
3ounds and has continued to feel well. Since that 
time she became pregnant and this pregnancy 
terminated with a normal delivery. 


CASE No. 4. D. G., Mexican male, 34 years. 
First seen July 14, 1937. Had been well until July 
1, when general aching and fever developed. A 
tentative diagnosis of tuberculosis had been made 
by another physician. The patient was able to be 
up, but did not feel well, and the daily temperature 
continued. He had no cough or pain in his chest. 
He attempted to follow his occupation (farmer) 
but had an acute exacerbation of symptoms. He 
had frequent chills, afternoon temperatures and 
drenching sweats. His temperature was 100.5. A 
tentative diagnosis of brucellosis was made, which 
was confirmed by a laboratory report on July 17, 
stating that his serum agglutinated Brucella abor- 
tus in a dilution of 1:400. He was given sulfanila- 
mide (sixty grains for the first three days and for- 
ty grains daily thereafter). Treatment was discon- 
tinued on July 29, when the patient reported at my 
office and stated that he had been free of symp- 
toms for a week. He was feeling well when last 
seen. 


CASE No. 5. S.L.O., white male. Became sud- 
denly ill in April, 1937, with what was diagnosed 
by another physician as influenza. Chief com- 
plaints were: chills, high temperature, and back- 
ache. After two weeks in bed he returned to work, 
but an afternoon temperature of 100-101 contin- 
ued. Night sweats did not occur. Since his con- 
dition did not improve, he entered a hospital at 
Tucson on June 5, where a diagnosis of undulent 
fever was eventually made. His serum agglutinat- 
ed Brucella abortus in a dilution of 1:400. He 
remained in the hospital for ten days following the 
diagnosis, during which time he received two sub- 
cutaneous injections of Brucellin. 

The patient was first seen after his return from 
the hospital. His temperature was 99.5, and his 
only symptom was generalized back pain. He was 
given sixty grains of sulfanilamide for three days 
in divided doses. His temperature had been no 
higher than 100, but following his administration 
of the sulfanilamide, the temperature rose to 104 
on the first day. The patient wished to discontinue 
the treatment, but was persuaded to continue for 
two more days. The temperature was 102 on the 
second day and 104 on the third. He then refused 
further treatment and was not seen for a month, 
when he returned to my office. He stated that for 
approximatetly two weeks following the discontin- 
uance of treatment. he had been free from back 
pain and his temperature was normal. The symp- 
toms had reappeared a week before his visit, and 
he wished to resume treatment. Sulfanilamide 
was administered (sixty grains for the first three 
days, and forty grains daily for fifteen days). An 
elevation of temperature was again noted during 
the first six days, the highest temperature noted 
was 104 on the third day. On the seventh day the 
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temperature was 99.5 at 7:00 P.M., but was nor- 
mal on the eighth day, and has remained normal 
since. The back pain rapidly disappeared after the 
temperature became normal. The patient is well. 


CONFIRMATOFY EXPERIENCES 

In addition to the five cases described above, I 
have employed sulfanilamide in the treatment of 
six other cases, which I feel were brucella infec- 
tions, but the diagnosis could not be confirmed by 
laboratory findings. All cases responded well to 
sulfanilamide, and all patients have remained well. 

From this experience, which has been substan- 
tially confirmed by numerous reports in medical 
literature, it is my opinion that sulfanilamide is a 
valuable drug in the treatment of brucellosis. In 
general, there is usually an abrupt termination of 
fever, and a relatively rapid recovery. This has 
been confirmed by Blumgart’, who cites similar 
observations by European authors. 

The only reports which I have noted in the liter- 
ature when sulfanilamide has not given satisfac- 
tory results in the treatment of brucellosis is in 
the account given by Bynum, who reported that 
six cases of undulant fever (two acute, one sub- 
acute, three chronic) failed to respond to sulfan- 
ilamide treatment. Bynum employed maximum 
doses as recommended by American and British 
physicians. Bynum’s inability to duplicate the sat- 
isfactory results obtained by other investigators 
might be explained in the light of the studies of 
Chinn’ who found that in guinea pigs, infections 
due to Brucella abortus or Brucella suis responded 
more readily to sulfanilamide therapy than did 
eases of infections of Brucella melitensis. Bynum’s 
cases all gave histories of contact with cattle, or 








histories of consuming raw milk, and presumably /”*~; . 
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are due to Brucella melitensis. It would have been 
interesting, however, had Bynum carried out ag- 
glutinin absorption tests to determine whether his 
cases were infections of Brucella abortus, Brucella 


suis, or Brucella melitensis. 


MODE OF ACTION OF SULFANILAMIDE 

Space will not permit any detailed discussion of 
the action of sulfanilamide. As Traut and Logan” 
have pointed out, “a drug may assist a patient in 
his battle against invading bacteria: 

1. by making the patient’s tissues an unsuitable 
culture medium, bacteriostasis; 

2. by killing the bacteria, a bactericidal or bac- 
teriolytic effect; 

3. by increasing the number of leucocytes, and 
hence presumably the number of phagocytes; 

4. by increasing the effectiveness of existing 
phagocytes, enabling them to engulf and inacti- 
vate or kill a larger number of bacteria by in- 
creasing the opsonins in the patient’s serum; 

5. by inactivating the toxin produced by bac- 
teria, an anti-toxic effect; 

6. by making the tissues of the patient less 
sensitive or less susceptible to injury by toxin; 

7. by causing the organism to assume less viru- 
lent forms, dissociation.” 

In regard to the action of sulfanilamide in bru- 
cellosis, the investigations of Welch, Wentworth 
and Mickle’ indicate that the drug probably acts 
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“by increasing the production of specific opsonins, 
thus affecting neutralization of the endotoxic or 
aggressin-like substances produced by these orgun- 
isms with resulting phogocytosis.”” Animal experi- 
ments showed that sulfanilamide markedly in- 
creases opsonocytophagic activity for Brucella or- 
ganisms. 

The studies of Chinn’ have shown that sulfan- 
ilamide has a bactericidal and bacteriostatic ef- 
fect upon the Brucella melitensis, abortus and suis, 
in Vitro. Furthermore, when guinea pigs were in- 
oculated with these organisms, and treatment com- 
menced immediately, sulfanilamide gave 100% pro- 
tection. 

Menefee and Poston® have found that guinea 
pigs, when infected with Brucella, and treated 
with sulfanilamide, usually show increased opsono- 
cytophagic power and a decrease in agglutinins. 
They feel that the bacteriostatic action of the drug 
permits the normal defense mechanisms to cope 
with invading bacteria. It appears, however, that 
the final explanation of the action of sulfanila- 
mide in Brucellosis must await further research. 
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DISCUSSION 


DR. KOBER: Are there any questions or discus- 
sion on this subject of undulant fever? 

DR. WARREN: I would like to ask in this case 
cited, if this rise in temperature to 104, and so on, 
that lasted for a day or two, was an indication of 
an idiosyncrasy, or just what idea the doctor has 
with this regard to this rise in temperature. 

DR. FRISSELL: Dr. Condell is to be commend- 
ed for this work in the treatment of undulant fever. 

We are all seeing cases of this disease in this 
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part of the country which in a great many in- 
stances, are not being properly diagnosed. Only 
30-35 cases per year have been reported in Arizona 
during the past ten years. Diagnosis is difficult, 
due to the protean symptomatology and the limita- 
tion of diagnostic procedures. The agglutination 
reactions cannot be depended upon in a great 
many instances, and especially in the age group 
above 45 years and in cases of chronic infection. 
There is extreme variation in agglutination reports 
from the same laboratory on patients without any 
treatment or apparent change in clinical picture. 
Furthermore, reports from different laboratories 
vary widely. In one instance, blood from a patient 
was reported by Laboratory A as showing titre 
1:1280, by Laboratory B as showing 1:800 and Lab- 
oratory C as showing no agglutination. If we de- 
pend on this test alone, a great many cases will 
be missed. 

The “opsonic index’ has recently been applied 
to diagnosis of undulant fever. This is an old 
test and not specific, but may be of some value. I 
have not been impressed by its correlation with 
other diagnostic data. 

The intradermal test, using a filtrate, or nucleo 
protein fraction of the organism concerned, I be- 
lieve to be of more value than any other one test 
which we use in diagnosis of this disease. This test 
gives a higher percentage of positive reactions and 
is an indication of infection past or present. 

There are a great many different methods of 
treatment of undulant fever. With the exception 
of a recently developed polyvalent serum, nothing 
has approached a specific measure so much as the 
use of sulfanilamide. Those of us who have used 
this drug in the treatment of undulant fever have 
for the most part had results comparable to those 
of Dr. Condell. There are a few things that have 
to be remembered in the use of sulfanilamide in 
the treatment of this or any other disease. This 
is a potent drug and not without toxic effects in 
some cases. The dosage must be large and main- 
tained for several days, as Dr. Condell has pointed 
out, in order to be effective. Patients should, 
therefore, be kept in bed and under close observa- 
tion during course of treatment and medication 
stopped promptly on development of signs of idio- 
syncracy or unfavorable reaction in blood picture. 
Other medications should be kept at a minimum 
during the administration of sulfanilamide. 

In a limited experience, I have found sulfanila- 
mide effective in treatment of acute undulant fever 
but of questionable value in chronic cases, and one 
is convinced that it offers an effective form of 
treatment for this disease. 

DR. KOBER: Any further discussion? 
Dr. Condell have anything to say? 

DR. CONDELL: With regard to the question, 
Doctor. We felt that we did have an idiosyncrasy. 
We checked the patient every day. We continued 
right on with the treatment in this particular 
case and checked the patient every day. 


Does 





Traumatic Rupture of the Bladder 


ROBERT F. THOMPSON M. D. 
El Paso Texas 


UPTURE of the bladder is considered a com- 

paratively rare condition. However in the 

last few years due to the ever increasing number 

of automobile accidents it is now being encountered 
more often. 

Ninety per cent of all bladder ruptures occur in 
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males. Usually alcoholism is a contributory fac- 
tor. All of the cases which are to be described 
were males and four tad been drinking previous to 
the accident. When a person is intoxicated his 
bladder fills quickly and often he forgets to empty 
it being more or less insensitive to the desire for 
micturation. Further he is prone to fall; get in a 
fight; wreck his car etc. receiving possible trauma 
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to the low abdomen which may cause the distended 
bladder to rupture. 

And it may be ruptured by comparatively insig- 
nificant trauma, as shown by two instances observ- 
ed during internship: 


(A) A college youth who had been drinking was seated in a 
crowded automobile. His bladder was distended. Suddenly the 
car lurched and one of the occupants leaned against his ab- 
domen with his elbow. An intra-peritoneal rupture of the 
blodder was incurred. Medical attention was not promptly 
sought and the patient died of peritonitis which was well ad- 
venced when operation was performed. 


B) An intoxicated young man in getting out of his car 
supped and fell slightly, striking his abdomen on the fender. 
He paid little attention to this seemingly trivial mishap, but a 
few hours later he entered the hospital, where prompt explora- 
tion revealed an intra-peritoneal rupture of the bladder, which 
w.s repaired. The recovery was complete. 


Rupture of the bladder may be intra-peritoneal 
ov extra-peritoneal. About two-thirds of such vesi- 
cal injuries are intra-peritoneal and bloody urine 
is found within the peritoneal cavity. Fractures of 
the pelvic bones often accompany vesical ruptures. 
In all cases of fracture of the pelvis, injury to the 
bladder should be suspected for the trauma, when 
received, often is of such severity as to fracture the 
bones of the pelvis and injure the bladder, as well. 


SYMPTOMS 

A typical case of rupture of the bladder is in 
shock when brought to the hospital. He may be 
comatose or moribund and death may ensue in a 
very short while. 

Should the rupture be intra-peritoneal the usual 
symptoms of hemorrhage will be present such as 
cardiovascular depression; weak fast pulse; ashen 
fascies, etc. The low abdomen will disclose rigid- 
ity; tenderness and pain, with a constant desire 
to urinate but without being able to pass any urine 
except possibly a very small amount of very bloody 
urine. Nausea and vomiting may be present along 
with the early sign of peritonitis. 

With the extra-peritoneal type of rupture, the 
clinical picture is essentially the same except that 
the signs of peritoneal irritation are less or absent, 
with the appearance of a bulging tender mass in 
the low abdomen due to urinary extravasation. 


DIAGNOSIS 

Even though the clinical picture suggests rupture 
of the bladder, an accurate pre-operative diagnosis 
is not easy. Probably the surest sign of rupture of 
the bladder is the continual passage of bloody urine 
through the catheter. The amount of bloody urine 
obtained by catheter may be confusing. Usually 
only a small amount will be obtained but not in- 
frequently a surprising quantity will be observed. 
Some authorities recommend the injection of aid 
through the urethral catheter and then making an 
x-ray. The presence of air in the peritoneal cav- 
ity beneath the diaphram suggests bladder rup- 
ture. Others suggest the injection of opaque media 
through the urethral catheter followed by an x-ray. 
Finding the opaque media extravasated through 
the peritoneal cavity indicates that the bladder has 
been ruptured. A simple test applicable in certain 
instances, is the injection through the urethral 
catheter of a measured amount of sterile solution, 
and then observing if that amount can be recov- 
ered. Cystoscopy, too, may be employed. Yet it 
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must be considered that one is usually dealing with 
a desperately ill patient and too much manipula- 
tion is not advisable. The patient should be dis- 
turbed as little as possible in arriving at the diag- 
nosis, and if possible nothing should be done which 
might further the processes of peritonitis or extra- 
vasation. 

A positive early diagnosis is not always possible 
but naturally it is of the utmost importance to 
make the diagnosis as soon as possible for the suc- 
cessful outcome of the case depends largely upon 
the promptness of surgical intervention. Often the 
absolute diagnosis can be made only by explora- 
tion. 

TREATMENT 

The treatment of rupture of the bladder is surgi- 
cal and this should be done as quickly as possible. 
During the interval preceding exploration, intrave- 
nous glocuse and saline, or transfusion may be 
beneficial. 

With the diagnosis of the rupture of the bladder 
having been made, or strongly suspected, explor- 
ation should be done without delay. It is prefer- 
able to operate such a case and not find the blad- 
der ruptured rather than delay too long until peri- 
tonitis or extravasation is well developed, with 
marked increase in mortality invited by such pro- 
crastination. 

A midline incision is employed and the peri- 
toneum opened. The peritoneal cavity is quickly 
aspirated of blood and urine. A search is made 
for any possible injury to the intra-abdominal vis- 
cera, and the rent in the bladder located. This is 
usually found on the postero-superior aspect of the 
bladder in the intro-peritoneal type of rupture. 
The rent is repaired by enfolding sutures over which 
the peritoneal layer is carefully closed. Drains are 
inserted in the peritoneal cavity and the peri- 
toneum is closed. 

The bladder is now opened extra-peritoneally and 
a large Pezzer catheter inserted into the bladder 
for continuous, supra-pubic drainage. This is the 
most important step in the operation, the mainte- 
nance of free bladder drainage. 

Should the rupture be extra-peritoneal, free blad- 
der drainage is given as described. The rent is re- 
paired and peri-vesical extravasation adequately 
drained. 

PROGNOSIS 

In general, the prognosis of rupture of the blad- 
der is grave. This condition carries a high mor- 
tality. About 80% of both types die, operated and 
unoperated. The mortality is higher with the 
intra-peritoneal involvement than with the extra- 
peritoneal. Following operation the mortality of 
the intra-peritoneal group is approximately 70% 
and the extra-peritoneal group about 40%. Surgi- 
cal intervention promptly instituted within twelve 
hours after the accident materially reduces the 
mortality of such cases. 

An exact knowledge as to the mortality is im- 
possible for so often injuries to other structures 
accompany rupture of the bladder which by 
themselves are most serious and contribute large- 
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ly to an unfavorable termination of the case, such 
as associated injuries to intra-abdominal viscera, 
the increased shock of pelvic fractures, etc. 


CASE REPORTS 

CASE No. 1— 

Mexican, male, age 25. 

This man was standing behind his automobile 
which had stalled on the highway, when he was hit 
by another car coming from behind, crushing him 
between the two cars. 

He was moribund when brought to the hospital. 
He had symptoms indicative of a ruptured bladder 
and upon catherization, bloody urine was obtained. 

From his numerous injuries—ruptured intra- 
peritoneal organs; crushed chest; crushed pelvis 
and various fractures, he was in such an extreme 
degree of shock that supportive and stimulating 
endeavors were all that could be done for him. He 
died 30 minutes after reaching the hospital. The 
autopsy showed that he had an intra-peritoneal 
rupture of the bladder together with the other 
numerous injuries. 

CASE No. 2— 

Mexican, male, age 47. 

This man was admitted to the hospital with the 
signs and symptoms of advanced peritonitis. The 
abdomen was board-like and very tender. He com- 
plained of pain over the entire abdomen, particu- 
larly in the lower portion. He was semi-comatose. 

There was no history obtainable in this case as 
there were no friends or relatives in attendance, 
and he was unable to converse intelligently. 

Urethral catheterization revealed a small amount 
of bloody urine. 

Rupture of the bladder was suspected in this case 
but no history of injury could be obtained. Intra- 
peritoneal pathology was considered also. Con- 
sultation was had with the general surgical ser- 
vice. However, the patient promptly expired be- 
fore anything could be done. The autopsy revealed 
an intra-peritoneal rupture of the bladder with re- 
sulting peritonitis. 

Later it was learned that this patient had been 
intoxicated five days previous to his admission to 
the hospital and had been engaged in a bar room 
brawl during which he was kicked in the abdomen. 

CASE No. 3— 

Mexican, male, age 21. 

This patient was driving a car while intoxicated 
and had a collision with another car, striking the 
lower abdomen severely against the steering wheel. 
He was brought to the hospital immediately and 
was complaining of severe pain in the lower ab- 
domen and a constant desire to urinate. There 
was appreciable tenderness and rigidity of the ab- 
dominal muscles; the pulse was fast and full, and 
urethral catheterization revealed a small amount 
of bloody urine. 

An x-ray disclosed fractures of the pelvis, with- 
out marked displacement. 

A retention catheter was inserted and he was 
kept under close observation for a few hours dur- 
ing which time the drainage through the catheter 
continued to be very bloody and there was an in- 
crease in the pulse rate with slight increase in. ab- 
dominal rigidity. 

The diagnosis of rupture of the bladder was 
made and immediate operation was decided upon. 
OPERATION: 

Under spinal anesthesia a midline incision was 
made and upon opening the peritoneum an enor- 
mous amount of bloody urine was aspirated from 
the peritoneal cavity. Inspection of the intra- 
peritoneal organs failed to reveal any injury. A 
large intra-peritoneal rupture of the bladder was 
found in the supero-posterior area about three 
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inches long. This rent was sutured with enfolding 
suture layers and carefully peritonealized. Penrose 
drains were inserted into the peritoneal cavity for 
drainage. The bladder was then opened extra- 
peritoneally and a large Pezzer catheter inserted 
for continuous supra-pubic drainage. 

The convalescence from this operation was 
prompt and uneventful. The Penrose drains were 
removed in a week’s time and the supra-pubic 
Pezzer catheter was removed in two weeks. Fol- 
lowing this, he began to urinate and the supra- 
pubic sinus quickly closed. 

A cast was applied by the orthopedic service fo1 
the immobilization of the fractured pelvis. He left 
the hospital one month after the accident, in ex- 
cellent condition. 

CASE No. 4— 

White, male, age 20. 

This young man fell under a heavy truck and 
the rear wheels passed over his body in the region 
of the hips. He was brought to the hospital in ex- 
treme shock. His pulse was fast and weak. His 
face was ashen and he was perspiring freely. He 
complained of pain in the low mid-abdomen, with 
an intense desire to urinate, which he was unable 
to do, however. 

An x-ray was made in bed which revealed frac- 

tures of the pelvis. Catheterization obtained bloody 
urine, 
It was felt that this patient presumably had a 
ruptured bladder and operation was considered. 
However, due to his very poor condition it was de- 
cided to endeavor to improve his markedly shock- 
ed state and keep him under close observation. 
Later, his condition was somewhat improved, due 
to transfusions, stimulations and application of 
external heat, etc. 

The next morning, however, he seemed still bet- 
ter, and there was less blood in the urinary drain- 
age from the retention catheter which had been 
inserted. The abdomen was less tender and soft- 
er. However, it still appeared that surgery would 
most certainly result in a mortality, and since the 
general condition seemed better and the hematuria 
had lessened greatly, it was decided to watch him 
a little longer. The following day the urine was 
clear and it remained so from then on. 

His general condition began to improve steadily, 
also, and soon he was lying comfortably in bed, his 
only complaint being referable to the fractured 
pelvis which was immobilized by the orthopedic 
department as soon as his condition warranted. 
The retention catheter was left in place for two 
weeks, and the urine was quite clear all the while 
after the first two days following admission. His 
bladder functioned normally after the removal of 
the catheter, and his recovery was most satisfac- 
tory. It is presumed that this patient probably 
sustained a small rupture of the bladder which was 
cured by the retention catheter keeping the blad- 
der empty and allowing the rent to heal. There 
were no indications of renal injury and the easy 
passage of the catheter was evidence against rup- 
ture of the urethra. There was no bleeding from 
the penis. There was present profuse hematuria 
and definite indications of peritoneal irritation 
with severe pain in the bladder area and an in- 
tense, constant desire to urinate. He was too pro- 
foundly shocked for surgical exploration and upon 
rallying from the shock the hematuria disappeared. 


Mills Bldg. 
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Metabolism in Pregnancy 
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Tucson, Arizona 


HE basal metabolic rate during pregnancy is 
not thoroughly understood. There is a decid- 
ed diversity of opinion throughout the literature 
and many confusing and conflicting statistics have 
been presented. By far the majority of writers 
make the bold statement that metabolic rates are 
(ways increased during normal pregnancies. The 
eason for this apparent increase in thyroid activ- 
ty has been attributed to several different factors, 
uch as (1) the increased protoplasmic mass of 
yregnancy; (2) the simple hypertrophy and hy- 
perplasia of the thyroid; (3) increase in activity 
of the anterior pituitary gland which indirectly 
auses increased activity of the thyroid gland. Cor- 
nell’ and others have shown that there is an eleva- 
tion of the basal metabolic rate during pregnancy. 
Hanna’, reporting a small series of cases on whom 
basal metabolic rates had been taken at the fifth 
and ninth lunar months, showed an increase in 
basal metabolic rate at the fifth month usually, 
however, within plus to minus 10, and a further 
increase at the ninth lunar month. Root and 
Root’, Plass and Yoakam‘, Williams’, and De Lee® 
also state that there is an increase in basal meta- 
bolic rate during pregnancy. On the other hand, 
Pommerenke, Haney, and Meek’ by experimental 
work, computing body surface areas of mother and 
baby rabbits and total heat production before and 
after delivery, conclude that there is no actual in- 
crease in maternal basal metabolism. Eskridge 
and Serwer* have reported 1000 basal metabolic 
rate determinations on private patients and found 
the greatest percentage to fall within the normal 
limits of plus to minus 10 in all three trimesters. 
Hughes’, reportng 1250 basal metabolic rate de- 
terminations during pregnancy found that there 
was a depression in the last half of the, first tri- 
mester to an average of minus 11. During the sec- 
ond trimester the basal metabolic rate rose, reach- 
ing a plus quantity, and in the third trimester there 
was a further rise. 


METABOLIC RATE 

I should like to add to this confusion and con- 
flict my own findings, and suggest a possible fac- 
tor which may alter previously reported statistics. 
Patients coming to me for their first visit almost 
invariably complained of ease of fatigue, sleepi- 
ness, and “lack of pep.” These complaints were 
particularly common in patients first seen during 
the first trimester of pregnancy. These symptoms 
did not fit the textbook picture. My patients did 
not have that feeling of well being and exuberance 
so beautifully described by both Williams’ and De 
Lee® in their textbooks. For this reason I have 
made basal metabolic rate determinations a routine 
prenatal procedure for the past two years. The 
basal metabolic rate is taken, when possible, within 
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a week after the first office visit, regardless of the 
stage of the pregnancy and influenced only by 
nausea and vomiting. When a patient is suffer- 
ing excessively from morning sickness the test is 
postponed until the nausea and vomiting are con- 
trolled. Preparation for the test consists of eating 
a light meal the night before the determination is 
to be made, going to bed by 10 p. m., and from 
then until after the test, taking nothing by mouth. 
The patient is instructed to participate in no activ- 
ity other than dressing on arising, and to ride to 
the office where preceding the test she will have 
an hour of complete relaxation in bed in a room 
set aside for that purpose. A Sanborn machine, 
which is checked for leaks twice weekly, is used. 
(Any similar apparatus may be used.) The patient 
breathes oxygen for eight consecutive minutes. De- 
terminations are made in the usual manner from 
these graphs. Immedately following the test, a 
red blood cell count and hemoglobin determina- 
tion are taken. This also has been a routine prac- 
tice for the past two years. (All determinations 
have been made by the same laboratory techni- 
cian.) 

This paper covers a review of 200 cases picked 
alphabetically from my files. No attempt was 
made to eliminate any case because of obvious 
abnormality. 

Early in the series it became quite apparent to 
me that instead of receiving reports of basal meta- 
bolic rates on the plus side of zero, by far the 
greatest percentage were on the minus side and 
of these the majority were below minus ten. This 
did not coincide at all with my preconceived idea 
of what basal metabolic readings should be during 
pregnancy. The laboratory technician was ques- 
tioned concerning the condition of the apparatus 
and the methods employed, but no errors could be 
found. The question of iodine content in the soil 
and water in the locality was brought up and found 
not to be beyond normal] for other parts of the 
country. It was the consensus of opinion of sev- 
eral men in other fields of medicine that there is 
a tendency to lower metabolic rates in non-preg- 
nant patients in Tucson, although no definite fig- 
ures could be obtained. 

The low metabolic readings have caused me in 
the past to be rather free with the use of thyroid 
medication. The results from administering thy- 
roid gland extracts have been discouraging. Those 
patients with metabolic rates between minus 10 to 
minus 18 have not as a rule been benefited by the 
use of thyroid medication. Naturally there are 
those patients with a true hypothyroidism who did 
respond to medication. 

My figures showed, after reviewing 200 cases and 
plotting the curve, that by far the greatest per- 
centage of metabolic rates were on the minus side 
of zero, that the peak of the curve came at minus 
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12 for those taken during the first trimester, minus 
10 during the second trimester, and zero during 
the third trimester. Obviously, since this is not a 
selected series, there are cases representing both 
true hyper- and hypo-thyroidism. These have no 
particular interest, however, so far as this series 
is concerned. 


The idea of correlating the basal metabolic rates 
with the red blood cell count and hemoglobin de- 
terminations was suggested to see whether the ap- 
parent peculiarity of metabolism in Tucson could 
be explained. The records were accordingly re- 
viewed and a chart made which showed the red 
blood cell count the hemoglobin determination, and 
the basal metabolic rate of each patient. 


BLOOD COUNT IN PREGNANCY 

In reviewing the literature in relation to the 
blood picture of pregnancy, many varying statistics 
were again encountered. Obert and Plass have 
presented a paper in which they attempt to prove 
by very complete laboratory studies that the slight 
anemia of normal pregnancy recognized by clini- 
cal methods is only apparent, and can be explain- 
ed by physiologic dilution of the blood, associated 
with an increased blood volume and by the further 
dilution of finger prick blood with the fluid from 
edematous subcutaneous tissues. In 1926 Kuhnel 
first plotted the consistent variation in the red 
blood cells and hemoglobin during gestation. His 
curve shows a progressive fall in the quantity of 
red cells and hemoglobin from the first weeks of 
pregnancy to a minimum in the sixth to eighth 
lunar months and a gradual rise in the next two 
months. This compares favorably with Diechman’s 
blood volume increase of 16% at the 30th week 
and merely shows that the decrease in red blood 
cells and hemoglobin is compensated for by the 
increase in the blood volume. Adair et al have 
reported a curve similar to Kuhnel’s but slightly 
lower in both red blood cell count and hemoglobin. 
In an effort to obtan a normal red blood cell 
count and hemoglobin determination for my base 
line, I have taken the mean of those reported in 
the literature (and those obtained by personal 
communication with Dr. Goldhamer at the Simp- 
son Memorial Hospital in Ann Arbor.). For my 
normal red blood cell count in pregnancy I have 
used 3.77 and for the normal hemoglobin in preg- 
nancy, 12.5 grams per cent. 

It will be noted from the plotted curve of my 
cases that the majorty of patients had red blood 
cell counts and hemoglobin contents well above 
the normals established above. The greatest num- 
ber averaged 4.15 red blood cell count, and: the 
maximum number of patients were found to have 
about 14.2 grams per cent hemoglobin during the 
first trimester. During the second trimester the 
red blood cell count maximum is 3.95 and hemo- 
globin, 13.1 grams per cent. The third trimester 
shows 4.0 red blood cell count and 14.3 grams per 
cent hemoglobin. Again, since this is an unselect- 
ed group, there are cases of true anemias of varous 
types, These cases, although included in the 
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graphs, are of no significance so far as this paper 
is concerned. 

It has been recognized for a long time that an 
increase in red blood cells and hemoglobin above 
normal will have the effect of giving a lower basal 
metabolic rate reading than normal, due to the 
fact that the increased cells and hemoglobin sup- 
ply those centers influencing metabolism more 
readily with oxygen, with less respiratory and car- 
diac effort; the opposite is true in anemias, or in 
cases where the red blood cells and hemoglobin are 
below normal. Equations have been worked out 
to make the corrections for both conditions. (Equa- 
tions worked out by Dr. Ure and me.) The follow- 
ing equations were used to correct each metabolic 
reading according to the red blood cell count and 
hemoglobin determination: 

For minus B.M.R. readings 

X= 46.0 x —B.M.R. 46.0 — normal RBC x normal Hb 

“Hb x RBC (of pregnancy) 
For plus B.M.R. readings 
xX— +B.M.R. x Hb x RBC x 
46.0 

With the new figures obtained by these equations 
a new curve was plotted and the resultant curve 
shows a decided shift toward the normal, with the 
majority of all patients coming well within the plus 
to minus 10 of normal. The peak is at minus 4. 

SUMMARY 

To summarize I should like to call to your atten- 
tion again the fact that the figures obtained from 
my series of cases show an uncorrected metabolic 
curve definitely on the minus side of normal. This 
curve does not correspond with those reported 
from any other part of the country. All other re- 
ports have come from centers located at an eleva- 
tion above sea level, so low and climatic conditions 
such that they probably do not in any way influ- 
ence the R.B.C. and Hb content of the patient’s 
blood. My curves for both R.B.C. count and Hb 
content are above normal established at other med- 
ical centers. I have correlated the R.B.C. count, 
Hb determinations and B.M.R.’s for each patient 
and corrected by a new equation. Minus B.M.R. 
correction equation is: KX = 46.0 X — B.M.R. Plus 

Hb X RBC 
B.M.R. correction is: KX = B.M.R. X Hb X R.B.C 
46.0 
X in each case being the corrected B.M.R. Th« 
curve resulting from this correction shows that the 
majority of patients come within the plus to minus 
10 limits of normal. 

My series of cases shows that basal metabolic 
rates in Tucson, although apparently below nor- 
mal, come within the range of normal when corre- 
lated and corrected by an equation involving th« 
R.B.C. count and Hb content of the patient. Thi: 
equation has been used on a comparative basis anc 
not as a true correction for B.M.R.’s against nor- 
mal individuals. I have used my statistics against 
normals in pregnancy. 

In conclusion, may I suggest that if this meth- 
od of correlation and correction were applied to 
existing reports on metabolisms there would be a 


- corrected B.M.R. 





























June, 1939 





decided shift to the plus to minus 10 limits of nor- 
mal. 
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DISCUSSION 

DR. SMITH: Dr. James’ paper is now open for 
discussion. 

DR. BROWN: Dr. James has made an interest- 
ing observation, namely, that in Tucson the meta- 
bolism readings seem to be lower than in other 
parts of the country. This confirms more casual 
observations that have been made in Phoenix. In 
making this observation, Dr. James has done the 
rest of us a kindness. He has shown that meta- 
bolism readings are not necessary and that we 
need not disturb our patients or ourselves with 
them. To himself he has done the disservice of 
leaving the explanation of this open to further 
study and he can profitably spend much time in 
investigating that problem further. Except in those 
areas in which definite iodine deficiency exists, 
rudamentary metabolism itself would probably be 
unnecessary in pregnancy. It is a very worthwhile 
observation, one that is interesting, and one that 
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should be studied in considerably more detail in 
the other aspects of metabolism. 

DR. CATES: I would like to relate what has 
happened in our office. About two months ago we 
were using a Sanborn machine and we noticed that 
invariably patients were having a metabolism of 
—18 to —30. That was almost the rule. We had 
to get a new machine about two months ago. Now, 
I am not boostng any particular machine. It hap- 
pens to be a Jones machine, but we have noticed 
that almost invariably they have been normal. 
That can mean but one thing. That even with the 
best technique and the best attention to detail, 
basal metabolism are inaccurate. In pregnant 
women there are so many other factors that make 
true metabolism impossible. In the first trimester 
they may be vomiting all day. If you take the test 
the next day, it must be abnormal. On the whole, 
I am forced to agree wth Dr. Brown that even if 
you do take the basal metabolism you should take 
five or six of them, and then only interpret the re- 
sults with credulity. 

DR. WILLARD SMITH: For the morning sick- 
ness, I have been using iodized calsium. Does 
that have any effect on metabolism? 

DR. JAMES: I would like to thank the doctors 
for their discussion, and I would also like to state 
that in the future instead of taking the metabolism 
readings using any type of machine that is in use, 
I recognize the inadequacy of the results obtained 
from that machine. I also recognize that the re- 
sults obtained from this work have been rather 
negligible in their character. However, I hope to 
follow through and have something a little more 
tangible to offer. 





ITH the perfection of the flexible gastroscope, 

gastroscopy has given an impetus to the 
study of gastric disease. Gastroscopy is rapidly be- 
coming a universally accepted procedure. 

It is a procedure which can be easily carried 
out in the office. The technic is not difficult, but 
orientation of the living stomach requires consid- 
erable study. Familiarity with the normal appear- 
ance and the interpretation of endoscopic gastric 
pathology requires extensive experience. Gentle- 
ness and skill are as important as in the perform- 
ance of other diagnostic procedures. The patient 
does not experience excessive discomfort and is not 
subjected to any risk. A competent assistant is of 
help by facilitating the examination for the exam- 
iner and changing the position of the patient’s head 
to avoid discomfort. Gastroscopy in no way sup- 
plants other clinical methods of examining the 
stomach. It does not compete with roentgen ray 
but complements it. 

INDICATIONS 

1. Patients with negative roentgen studies in 
whom the suspicion of organic disease still exists 
because of the persistence of symptoms. In this 
group would be included gastritis, unexplained hem- 
atemesis, weight loss, vomiting, anemia, and chronic 
abdominal pain. 
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Gastroscopy—lIndications and Diagnostic Value 


JOSEPH BANK, M. D. 
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2. Inconclusive roentgen findings such as dif- 
ferentiation between benign and malignant lesions, 
questionable postoperative marginal or jejunal ul- 
cer, and question of intra or extra gastric lesions. 

3. Gastric ulcer. 

4. Gastric carcinoma. 

NEGATIVE OR INCONCLUSIVE 
ROENTGEN FINDINGS: 

It is not an uncommon experience to see patients 
with chronic abdominal distress in whom roentgen 
studies prove negative. In such patients gastro- 
scopy may prove of greatest value. 

One of the most common causes of abdominal 
distress is chronic gastritis, a condition which can- 
not be accurately diagnosed without the gastro- 
scope. ‘The discovery of gastritis has been the 
greatest accomplishment of gastroscopy. Chronic 
gastritis is a common condition and is an im- 
portant and often serious disease. The symptoms 
are varied and rarely pathognomonic. In some 
instances symptoms considered characteristic of 
ulcer may exist but. no ulcer can be demonstrated. 
The gastric secretion is not uniform and may vary 
from achylia to hyperacidity. Other symptoms may 
include intolerance of food, vomiting, nausea, 
weight loss, and dizziness. The roentgenologist is 
seldom able to establish a diagnosis of gastritis. 
The most accurate way to establish a diagnosis is 
to employ gastroscopy. 
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The significance of lesser mucosal changes may 
well be doubted; but marked inflammatory chang- 
es with redness, swelling, erosions, ulcerations, or 
hemorrhages in friable mucosa can be seen easily. 
Such changes cause symptoms which are relieved 
when the gastritis subsides. Gastritis may be an 
important cause of hematemesis, melena, or occult 
blood in the stool. Bleeding in the gastro-intestinal 
tract is an indication for gastroscopy which may 
reveal ulcer or carcinoma, lesions which at times 
may be overlooked by roentgen examination. Sim- 
ilarly, gastroscopy may prove of value in unex- 
plained weight loss, nausea, vomiting, or low grade 
fever. 

CASE I. M.Y., a nurse, age 35, was seen Sep- 
tember 20, 1938, complaining of burning sensation 
at the xiphoid, relieved by food and alkali. The 
pain frequently awakened the patient at night. The 
symptoms existed with remissions since 1918. Duo- 
denal ulcer was suspected but roentgen studies were 
repeatedly negative. Ulcer therapy failed to pro- 
duce relief. Gastric analysis disclosed an achlor- 
hydria which in itself made the diagnosis of ulcer 
questionable. Gastroscopy revealed a chronic su- 
perficial gastritis and a moderate degree of hyper- 
trophic gastritis. Treatment of the gastritis ren- 
dered the patient symptom free to date. 

In postoperative stomachs roentgen findings may 
be inconclusive. Marginal or jejunal ulcers are 
frequently not well demonstrated by roentgen ex- 
amination. Gastroscopy which gives a good view 
of the interior of the stomach and the stoma is a 
valuable diagnostic aid. An ulcer on the stoma can 
be well seen. In addition such an examination may 
help determine whether the persistence of symp- 
toms is due to the old ulcer, new ulcer at or near 
the stoma, or postoperative gastritis. 

A deformed duodenal bulb may only indicate an 
inactive ulcer and not explain existing symptoms 
which may be due to gastritis. The gastroscopy 
may also help in disclosing an additional unsus- 
pected gastric ulcer. 


GASTRIC ULCER 

There are several reasons for the gastroscopic 
observation of gastric ulcer. Gastroscopic visualiza- 
tion is the most accurate method of following the 
healing of an ulcer. A large part of the deformity 
seen on the x-ray film is due to swelling of the 
mucosa around the ulcer and not to penetration. 
Diminution of this edema may cause a disappear- 
ance of the niche and give a false impression of 
healing. Healing of the ulcer is much slower than 
the disappearance of the niche by x-ray would in- 
dicate. Gastroscopy is therefore a valuable ad- 
junct in the management of the ulcer and is an 
accurate guide to treatment. Endoscopic exam- 
ination may thus show delayed healing and ex- 


plain persistent or recurrent symptoms. The ulcer 


may not be visible at the same time by both gas- 
troscopy and roentgen study. It is therefore nec- 
essary to follow the progress of an ulcer by both 
methods. It is also true that at times either meth- 
od may miss an ulcer. 


CASE II. M. G., female age 25, was seen Febru- 
ary 2, 1937, complaining of being “always anemic”, 
dizziness, weakness fatigue, and low blood counts. 
Ulcer was suspected once because of the occur- 
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rence of a tarry stool. but repeated roentgen studies 
over a five-year period were negative. When first 
seen her hemoglobin was 55% and red blood cells 
3,000,000. Gastro-intestinal roentgen examination 
was again negative. Gastroscopy revealed a small 
round ulcer on the posterior wall of the stomach. 
With this information the roentgenologist made 
a special search for the ulcer in the region indi- 
cated. With a small barium drink which was 
molded into the mucous membrane, the ulcer was 
demonstrated on one film in the supine position 
with the aid of pressure.to displace the barium and 
leave only the rugal markings. 
GASTRIC CARCINOMA 

When carcinoma is suspected without demon- 
strable lesion by roentgen ray, a gastroscopic ex- 
amination should be made. When carcinoma is 
known to exist it should be performed to confirm 
the diagnosis and to help determine the extent of 
mucosal involvement. Carcinomatous involvement 
of the mucosa alone is rarely if ever shown by 
roentgen examination. Balfour expressed the opin- 
ion that gastroscopy promises to be of great aid 
in the early diagnosis of gastric carcinoma leading 
to successful removal. Indeed, a number of re- 
ports are on record from gastroscopists in Eng- 
land and the United States of early gastroscopic 
diagnosis of gastric malignancy and successful re- 
moval In some of the cases reported roentgen ray 
failed to show any pathology and in others benign 
ulcer was suspected. By using both roentgen ray 
and gastroscopy an accurate diagnosis should be 
made in almost every case. 

The gastroscopic diagnosis of malignancy de- 
pends upon direct vision. In a large percentage of 
cases an accurate diagnosis is possible. The differ- 
ential diagnosis between benign and malignant ul- 
cer is made with greater accuracy by gastroscopy 
than by inspection of the gross specimen. The rea- 
son is that the circulating blood makes the gastro- 
scopic picture superior to the examination of the 
resected specimen. There is a distinct difference 
in the appearance of a benign and malignant ul- 
ceration. The floor of a carcinomatous lesion is 
irregular and lumpy and the color is brown or dirty 
gray and may be covered with necrotic tissue. The 
wall of the lesion is thick, rising from the sur- 
rounding tissue and the demarcation from the sur- 
rounding tissue is quite sharp. In contradistinc- 
tion the floor of a benign ulcer is smooth, covered 
with yellowish white exudate and the edges of the 
ulcer are sharp. 

In addition to diagnosis, the gastroscopist may 
aid the surgeon in determining the mucosal extent 
of the involvement. In some instances lesions re- 
garded as inoperable because of extension have 
been proven to be operable. A reverse situation 
may also be true and the patient is spared an un- 
necessary laparotomy. 

CASE ITI. C.C., male age 51, complained of in- 
termittent epigastric pain associated with vomit- 
ing and hemorrhages. A moderate anemia and 
anacidity were present. On June 22, 1937, a gas- 
tro-intestinal roentgen examination showed the 
stomach normal and without filling defect. On 
July 1, 1937, a gastroscopy showed three distinct 
ulcerations on the posterior wall near the lesser 
curvature in the upper third of the stomach. Be- 
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cause the lesion appeared suspiciously malignant 
the patient was reexamined two weeks later. This 
time the uicerations appeared malignant and sur- 
gery advised. The patient refused operation and 
continued medical treatment. On April 14, 1938 an- 
other roentgen study of the stomach was done, 
which showed an ulcer high up on the lesser curva- 
ture in the upper third of the stomach. Operation 
which followed disclosed an inoperable carcinoma. 


Gastroscopic examinations are being employed 
in systemic and constitutional diseases such as per- 
nicious anemia, deficiency diseases, blood dyscra- 
sias, and allergic states. Thus regeneration of 
atrophic gastritis in pernicious anemia following 
liver therapy has been observed. Early carcinoma 
has been discovered in routine examination of a 
patient with pernicious anemia. Gastric changes 
have been found in patients with lichen planus, 
chronic urticaria, and other skin conditions. 
Lymphosarcoma of the stomach has been recog- 
nized and followed by successful radiation therapy. 

SUMMARY 
Gastroscopy, like roentgen ray, has for its pur- 
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pose the making of an anatomic diagnosis. It is 
therefore a cooperative method. It is the most val- 
uable method in the diagnosis of gastritis. It prom- 
ises to become an important factor in the early 
diagnosis of gastric carcinoma. The indications for 
gastroscopy have been outlined and its compara- 
tive value discussed. 


15 E. Monroe St. 

DISCUSSION 

DR. HOGELAND: Dr. Bank’s paper is now open 
for discussion. 

DR. LUTFY: I would like to ask Dr. Bank if 
the examination of the esophagus can be made 
with the gastroscope? 

DR. HOGELAND: Are there any further ques- 
tions? If not, will you close the discussion, Dr. 
Bank? 

DR. BANK: The esophagus cannot be exam- 
ined by the gastroscope, because with the flexible 
gastroscope you merely see the stomach through a 
system of lenses. To examine the esophagus the 
old esophagoscope must be used. 
oak HOGELAND: Thank you very much, Dr 





Low Back Pain With Sciatic Radiation 


ROBERT E. HASTINGS, M. D. 
Tucson, Arizona 


N presenting a paper on this controversial sub- 
ject, I realize that enough has already been 
written to thoroughly confuse the average practi- 
tioner, and that most of you have probably com- 
pletely given up hope of trying to understand any 
of what has been said. My paper is not an orig- 
inal work, I simply wish to present for your con- 
sideration a way to handle these cases which I’m 
sure you'll find satisfactory. 

Backache is an almost universal complaint, and 
one which is heard daily in the average general 
practitioner’s office, but, like the weather, little 
is ever done about it. My experience with the 
problem is from three sources, first as a general 
practitioner, then that derived in qa large ortho- 
paedic clinic, and then from my practice as an 
orthopaedic surgeon. The basis for this paper is 
cases from the last two sources. 

At the University Hospital in Ann Arbor, we re- 
viewed at one time all the cases of backache seen 
in the Orthopaedic Division in one year, 1934-35, 
and found that something over 2,400 cases were 
seen. We then separated out the ones who com- 
plained of sciatic pain upon whom there were suf- 
ficient x-rays to warrant a study. We thus nar- 
rowed it down to 461 cases. Dr. Carl Badgley has 
already reported on this series. 

In the course of this study, I became interested 
in backache, enough so that I realized that the 
methods we were then employing in treatment of 
so-called sciatica were inadequate. In the first 
place our x-rays themselves didn’t tell us the whole 
story in these cases. Because we couldn’t see the 
lesion producing the syndrome, we couldn’t possibly 
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hope to relieve the pain these patients all had. Dr. 
Paul Williams, of Dallas, had already pointed out 
the real cause and effect, but we hadn’t accepted 
his teachings. The real purpose of this paper is, 
then, to call attention to his work and to attempt 
to popularize his concepts of the problem. Most of 
what I shall say on the subject is derived from Dr. 
Williams’ monographs, but in heated argument 
and conversations with him, I’ve learned more than 
he ever put into writing. 
DIAGNOSTIC CONSIDERATIONS 

Frst, let us take a lateral x-ray of the lumbo- 
sacral spine. The so-called normal lumbar curve 
can be seen. From above downward the interverte- 
bral discs carry more weight. From above down- 
ward the intervertebral foramina become smaller, 
so that the lumbosacral is the smallest. Now it is 
also true that the nerve roots increase in size as 
we descend, so that the 5th is the largest and yet 
passes through the smallest intervertebral fora- 
men. As you know, the 5th lumbar is the principal 
component of the sciatic nerve. The lumbosacral 
joint, because of its position and structure is most 
likely to be altered. The joint is the most freely 
moveable one in the lumbar spine. It also carries 
more weight. Then too, its oblique pitch means 
that any thrust in the longitudinal plane of the 
body produces a shearing force on the joint. By 
increasing the lumbar lordosis, we further narrow 
the intervertebral foramen. Then, if in addition, 
a degenerative process has narrowed the interver- 
tebral space, a true impingement of the 5th lum- 
bar nerve is almost certain to result. The inter- 
vertebral space may be narrowed by a rupture of 
the nucleus pulposus or, as more commonly oc- 
curs, by either gradual or sudden degeneration of 
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the disc. As this occurs an overriding or subluxa- 
tion of the facets occurs, which in itself can and 
does produce backache. This may well lead to 5th 
nerve pressure, or the hypertrophic changes which 
follow at the facet joints, may involve the nerve 
root due to its contiguous position. If this narrow- 
ing is more marked on one side, we would expect 
the patient to complain of his sciatica on that. side, 
and that is exactly what actually happens. It is 
usually possible to look at x-rays and predict 
which side the sciatica is on. 

In the clinical examination of these patients, 
several rather constant things are noted both in 
the history and the examination itself. In the 
first place, males are affected more than females. 
There are, of course, more backaches in women due 
to their lordotic posture, no doubt, but men are 
more subject to trauma. A definite history of 
trauma is obtainable in about 25°. of cases The 
average age of onset of symptoms is 35 years and 
in our series of 461 cases the average duration of 
symptoms prior to their presenting themselves was 
42 years varying from a few minutes to 40 years. 
Most patients with this syndrome complain of pain 
on weight bearing, relieved by recumbency, espe- 
cially if they lie with the knees flexed. All motions 
are very guarded, and they usually stand with the 
weight on the well leg with the affected leg flexed 
and abducted. There is usually sacrospinalis mus- 
cle spasm. Lumbosacral motion is restricted in all 
directions, especially extension. Frequently the 
lumbar spine is held rigid in a straight position 
with a list toward the well side and a compensa- 
tory, cr so-called sciatic scoliosis above. Straight 
leg raising is limited. Obers sign may be present. 
The Achilles reflex is altered in about 18% of cases, 
and demonstrable peroneal nerve sensory changes 
are found in 21% of our series. X-rays are then 
taken in the following manner, which is that rec- 
ommneded by Williams and Wigby. First, a lateral 
is taken centered at the lumbosacral. The lumbar 
spine must not be allowed to sag laterally. When 
this film is developed, the lumbosacral angle is 
measured. The patient is then turned onto his 
back and stereo films are taken with qa lateral shift 
of the tube, the rays being directed upward at the 
measured angle. These films are found to give 
us a good view of the lumbosacral intervertebral 
space, and show us the facets of this joint with as 
little superimposed bone shadow as possible Fre- 
quently hypertrophic changes may be seen at eith- 
er the margins of the bodies or upon the facet 
margins, or both. These changes are taken to be 
secondary to the narrowing and facet overriding. 
In our series 65% showed definite lumbosacral 
narrowing. Hodges and Peck reported a group of 
538 spine x-rays on patients with no history of sci- 
atica, many of whom, however, did have back- 
ache else films would never have been taken. In 
their series they could demonstrate narrowing in 
only 12.8% of lumbosacral joints. This to me 
means that it is the narrowing which leads to the 
sciatica. 
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TREATMENT 

After a thorough examination of both the patient 
and the x-rays, the treatment program is outlined 
to him. I shall give briefly my usual procedure 
in such cases. First, a snug short lumbosacra! 
body cast is made, with the patient standing, bent 
forward to straighten out the lordosis and bring 
the sacrum forward. Most patients require, in ad- 
diton to this, about 7-10 days of complete bed rest. 
A hard bed is best, with the knees supported in 
flexion. A hospital bed is ideal. The cast is left 
on for two weeks, during which time exercises are 
given to develop the abdominal muscles and 
straighten the sacral angulation. Hip stretching 
exercises are alsc advised. All patients are cau- 
tioned never to do anything which will increase 
their lordosis. When car riding is allowed, they 
are advised to have the seat well forward so that 
the thighs are flexed and the spine straightened. 
Any lifting is to be done with the spine held 
straight and the legs are used to lift with as they 
are extended. After the cast is removed, most pa- 
tients are fitted with a lumbosacral support, a sat- 
isfactory type being a Camp No. 30 Corset with 
Goldthwait reinforcement. Parenthetically the 
same program, omitting the use of the body cast, 
is advised when backache alone is the complaint. 
I feel that to decrease the lordosis is the principal 
key to relief. 

Again I wish to claim no credit for originality. 
All that I’ve said here is a repetition of Dr. Paul 
Williams’ work, and I wish him given full credit. 
For myself and my patients, I’m sold on it. 
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DISCUSSION 

DR. KOBER: Dr. Hastings’ paper is now open 
for discussion. 

DR. LYTTON-SMITH: First, I want to say it is 
a pleasure to discuss such an excellent paper and 
on a subject we are all so interested in, and on the 
part of Dr Palmer and the Industrial Commission 
it is very important. I have been using the method 
discussed here a great deal, that is, bending for- 
ward and placing them in a plaster. I found this 
method probably worked better than any other that 
I have tried. However. in most of these cases we 
had recurrence of pain and I don’t see that there 
is any reason why we can’t have recurrence of the 
condition after they go back to work. In my ex- 
perience they seem to start all over again. I think 
that I have used most of the methods of treatments. 
As yet, as far as I am concerned and with my own 
experience I am not getting the results that I would 
like to, and I am wondering if perhaps we could 
correct this position, this angle, and if it would 
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not be better to fuse this spine after we get it cor- 
rected. If we are going to correct it, I feel that 
we should stabilize it after it is corrected, or other - 
wise it will recur. 

DR. KOBER: Is there any further discussion 
dl this question of low back pain and sciatic radia- 
tion? 

DR. HASTINGS: I am glad that Dr. Lytton- 
Smith brought up this question. Wherever lifting 
is required, it is frequently necessary to form a 
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lumbosacral fusion, and in addition, to remove the 
offending lumbosacral facets at the time the fusion 
is done. If we fuse that spine in that position the 
facet is still there and can produce irritation of the 
nerve. If a lumbosacral fusion is contemplated, it 
should be on this basis: that a thoroughly con- 
servative try is given the patient. If relief is ob- 
tained by first a plaster and then a support to 
strengthen the muscles, well and good. If relief is 
not obtained, then lumbosacral fusion with a facet 





Sulfanilamide: Its Use in Otolaryngology 


M. P. SPEARMAN, M. D. 
and 
W. E. VANDEVERE, M.D. 
El Paso 


ULFANILAMIDE has been of special value to 
the otolaryngologist in the management of 
acute streptococcic infections of the sinuses, the 
pharynx, the larynx, the trachea, the eustachian 
tubes, the middle ear and the mastoid. In one 
case of streptococcic meningitis and in two cases 
of laryngotracheobronchitis the drug has been the 
means of saving the life of desperately ill patients. 


Repeatedly we have seen the acutely inflamed 
throat respond quickly to adequate dosage of sul- 
fanilamide when used in conjunction with regular 
methods of treatment. These cases show a scarlet 
edema of the pharynx, often complain of pain in 
the neck on turning the head, due to the swelling 
of deep cervical glands against the vertebral fascia, 
sometimes a gray pseudo-membrane over the ton- 
sils and the soft palate. The illness may be ag- 
gravated by an annoying dryness of the throat. Sub- 
jectively these patients improve several days be- 
fore the objective signs begin to disappear. Perhaps 
that is partly due to the analgesic effect of sul- 
fanilamide, an action of the drug that varies con- 
siderably in different individuals. 


Many cases of acute sinusitis have exhibited a 
gratifying improvement early in the course of the 
disease, when sulfanilamide was added to the regi- 
men of treatment. Again it is noteworthy that 
subjective improvement precedes the objective. 
The pain and discomfort are relieved days before 
the discharge diminishes. As the case proceeds we 
have often noticed marked diminution in the tur- 
gescence of the turbinates. 

A potential source of danger in otitis media is 
the tendency to place too much reliance on sul- 
fanilamide alone. Again, the analgesic effect of 
the drug may lead to a false conclusion that the 
patient is recovering when quite the opposite may 
be true. Early myringotomy, repeated if neces- 
sary, must remain our basic weapon against com- 
plications in otitis media. True, many of our cases 
have recovered without untoward incident, when 
sulfanilamide has been used early and adequate- 
ly. But it must be remembered that sulfanila- 
mide should always be used as an adjunct to the 
treatment, and should not be depended on to car- 
ry the burden alone. The ear that drains a thin 


Read before El Paso County Medical Society, April 24, 1939. 


sero-sanguinous fluid following tympanotomy 
seems to be the type that clears up most readily 
under sulfanilamide therapy. 

Sulfanilamide seems to possess the faculty of 
masking the symptoms of mastoiditis. Several of 
our cases that have finally come to surgery have 
shown rather remarkable remissions of symptoms 
early in the course of the disease. Three such cases 
were discharged, only to return after varying laps- 
es of time, with the mastoid so diseased that sur- 
gery had to be done. On removing the cortex at 
operation these cases exhibited a short flash of 
pus lying rather superficially. No more purulent 
exudate could be demonstrated throughout the 
area. There appeared islands of pink granulation 
tissue lying between partially necrosed bony spurs. 
Certain of the mastoid cells would show no macro- 
scopic involvement at all. The whole process sug- 
gested a strong stand on the part of the tissues in- 
volved to resist the infection, a stand which just 
barely failed. Nevertheless it is noteworthy that 
treatment of otitis media using sulfanilamide as an 
adjunct has certainly reduced the number of cases 
of mastoiditis. Fewer cases are coming to surgery, 
either on our private or clinic services. When mas- 
toiditis has become fully established as evidenced 
by such signs as the type of discharge, the blood 
count, the temperature curve, the sagging of the 
posterior wall of the external auditory canal and 
the x-ray evidence of bony changes, it should be 
stated that to temporize with sulfanilamide or any- 
thing else is dangerous. Thorough surgical eradi- 
cation of the focus of infection must be done in 
such event. 

Dependence on sulfanilamide alone in the case 
of streptococcic meningitis following mastoidec- 
tomy is apt to be a fatal mistake. Here the focus 
of original infection, i.e., the mastoid, must be re- 
explored and carefully cleaned with the curette. 
This principle was vividly demonstrated to us in a 
case of ours which showed but indifferent response 
to sulfanilamide therapy by itself. On re-opening 
the original operative site, thorough curetting was 
done and the rate of recovery accelerated most re- 
markably. 

Since our adoption of sulfanilamide in the treat- 
ment of acute laryngotracheobronchitis we have 
felt that a strong support has been given us in 
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managing this extremely dangerous condition. Be- 
fore the drug was available our mortality experi- 
ence in this disease was extremely high, in agree- 
ment with others throughout the country. Des- 
pite frequent bronchoscopic removal of the char- 
acteristic thick gummy plugs of exudate from the 
bronchi these patients, nearly always children 
under seven years of age, slowly choked to death 
as diminution of the breathing spaces progressed. 
With the use of sulfanilamide the exudate in the 
bronchi seems to be of liquid character, and tends 
to be readily expelled via the cough reflex. It is 
noted that the febrile reaction in these cases does 
not reach the alarming heights it did before the 
use of sulfanilamide. So that in the treatment of 
acute laryngotracheobronchitis we feel that sul- 
fanilamide has been a life saver on several occa- 
sions. 

Any potent drug necessarily carries an inherent 
warning of caution in its use. Many types of un- 
toward reactions have followed the administration 
of sulfanilamide. ‘These have been noted in the 
large volume of discussions now appearing in the 
literature. In our experience we have noted one 
or two cases of transient mental aberration, sev- 
eral cases of skin rash, numerous complaints of 
slight dizziness, two cases of mild cyanosis. These 
reactions have all disappeared promptly on cessa- 
tion of the drug’s administration. In no event 
have we had occasion for alarm over these signs 
of toxicity. Two cases of acute yellow atrophy of 
the liver have recently been reported from Califor- 
nia. So that now the blood count, the urine, the 
eyegrounds, the skin, the temperature, the mental 
reactions, the degree of cyanosis and the appear- 
ance of jaundice must be observed and studied 
during the administration of the drug. 

Excellent reports on the use of sulfanilamide in 
trachoma are now appearing in the current litera- 
ture’*. Seemingly there are some promising in- 
vestigations under way. To date our personal ex- 
perience has been limited to three cases, none of 
which have been under scrutiny for sufficient 
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length of time to enable us to draw conclusions 
therefrom. 
DOSAGE 
Dosage must be controlled by such factors as 
the type and virulence of the disease under treat- 
ment, the age, weight and physical condition of 
the patient, the presence or absence of various 
complications which might modify the indications 
for the use of the drug and the point in the clini- 
cal course of the disease at which therapy with 
sulfanilamide is begun. So that a rule of thumb 
for adequate dosage cannot be established. There 
is needed a sufficiently high and constant blood- 
stream concentration of sulfanilamide to get the 
patient well. To some that means so many milli- 
grams of the drug per 100 c.c. of blood. Prac- 
tically the dosage is gauged by the patient’s re- 
actions and the response of the disease clinically. 
We habitually follow this practice. 
SUMMARY 
In summary it may be stated that sulfanilamide 
has proven to be a valuable aid to the otolaryngolo- 
gist. We stress the use of the term “aid” or “ad- 
junct”, because it has been our experience that 
when utter reliance is blindly placed in any one 
therapeutic measure there is sure to be grief. 
Caution should be used in interpretation of the 
signs of clinical improvement when sulfanilamide 
is being administered, because, through its anal- 
gesic action, often of marked degree, valuable signs 
may be masked and a sense of false security may 
dull the otherwise keen observation of the clini- 
cian. In certain diseases sulfanilamide has shown 
itself to be the most potent weapon at our com- 
mand. The necessity for combatting disease with 
a multitude of methods has not been lessened by 
the advent of sulfanilamide but in our work we 
have felt definitely strengthened by the gift of this 
new weapon. 
First National Bank Bldg. 
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Hyperinsulinism Associated with Hypothyroidism 


RALPH W. MENDELSON M. D. 
Albuquerque, N. M. 


considerable amount of work has been done 

that indicates an antagonistic action be- 
tween the thyroid and the pancreatic islet secre- 
tions. Carmichael’ reports two cases in which the 
patients were suffering from hyperinsulinism man- 
ifestations in both of which there was a low basal 
metabolic rate. These two cases responded favor- 
abiy to the administration of desiccated thyroid. 
Marine’ reports Falta as stating that thyroidectom- 
ized dogs are less sensitive to the hyperglycemic 
action of epinephrine than normal animals. Ernst 
and Kaufman’ report a series of experiments on pa- 
tients suffering from hyperthyroidism, the results 
of which demonstrated that they were consider- 


ably less sensitive to the effects of insulin than 
normal individuals. 

It is not an uncommon observation on patients 
suffering from both diabetes and hyperthyroidism 
to note a marked improvement in the diabetic con- 
dition following thyroidectomy. The following case 
report is one of hyperinsulinism associated with 
hypothyroidism. 

CASE REPORT 

The patient is a white male, student, age 18. His 
father has an arrested case of pulmonary tubercu- 
losis and his mother suffers from hypertension. His 
habits are all normal for his age, and his past his- 
tory is irrelevant. When I first saw him he was 
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just recovering from an unusual nervous spell that 
had manifested itself in great mental excitement, 
confusion and anxiety followed by profuse per- 
spiration, muscle twitchings and a sensation of 
complete exhaustion. He had never had such an 
attack before. His immediate condition suggest- 
ed hyperinsulinism and for a therapeutic test he 
was given a glass of orange juice with two lumps 
of sugar. In a very short time he felt considerably 
improved and the following day submitted himself 
to a complete examination. His height was 5812 
inches and he weighed 135 pounds. The urine, 
stool, Wassermann tests were all negative. Complete 
examination of the chest, including fluroscopic ex- 
amination, revealed no pulmonary or cardiac path- 
ology. All reflexes normal. Blood pressure, tem- 
perature and pulse rate all within normal boun- 
daries. The basal metabolic rate was —19 and the 
fasting blood sugar 40. 

Over a period of several months the following 
observations were made and at the present time 
the patient is enjoying good health and is nor- 
mally active, not having suffered any more at- 
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tacks of hyperinsulinism. Appropriate thyroid 
medication was instituted and the table reveals the 
results obtained. 

Before thyroid 


medication ............ -BMR Minus 19 FBS 40 
Thyroid medication .....BMR Minus 17 FBS 55 
Thyroid medication .....BMR Minus 6 FBS 72 
Thyroid medication ........ BMR Plus 20 FBS 90 

COMMENT 


In a review of the available literature I have been 
able to find only four published cases of this in- 
teresting condition. No doubt many cases of hy- 
perinsulinism if carefully worked out, would also 
reveal a degree of hypothyroidism. These publish- 
ed cases are a plea for more detailed examinations 
in cases of hyperinsulinism, with special reference 
to thyroid activity. 
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Injection Treatment of Chronic Sinuses: 
Report of a Case of Infected Thyroglossal Duct Cured by Copper 
Sulphate Injections. 
RAYMOND P. HUGHES, M.D. 
and 


LESLIE M. SMITH, M.D. 
El Paso, Texas 


ATENT thyroglossal ducts and thyroglossal duct 
cysts, although not a common disorder, occur 
frequently enough in an average practice to war- 
rant serious consideration as to what mode of 
treatment or approach should be employed by the 
physician. The average man is not qualified to 
perform the surgery that is necessary to remove 
this abnormality and needs first to attempt a more 
conservative type of treatment. Too, there is a 
great volume of patients that cannot afford the 
expense which the surgical procedure entails. 
Comparatively few cures of this embryological 
phenomenon have been reported by the use of 
injection of sclerosing fluids. On the other hand a 
goodly number of failures following the use of this 


type of treatment have been reported. It is for this , 


reason and because of the fact that this type of 
treatment is so simple as compared to surgical ex- 
cision, that we are reporting this case as such a 
cure. 

The thyroglossal duct is an obliterated em- 
bryonal canal which was an epithelial blind in 
fetal life, extending from the foramen coecum, at 
the base of the tongue, down posterior to the hyoid 
bone, to end beneath the deep cervical fascia in 
the front of the neck near the thyroid isthmus. 
The thyroglossal duct is connected, embryological- 
ly with the thyroid gland. The lumen of the canal 
which is lined with ciliated epithelium usually be- 
comes obliterated early and is replaced by a cord 


of epithelium. Non-continuous portions of the 
duct may persist and become distended with fluid, 
thus forming a cyst in any part of its course. When 
the lower portion of the duct remains patulous a 
thyroglossal cyst may form, and if this ruptures 
usually follows. 

Fistulae always occur between the hyoid bone 
and the upper border of the sternum, usually a 
little below the cricoid cartilege, and generally in 
the mid-line or near it. They are usually encoun- 
tered from some period after birth up to the four- 
teenth year, but are not found at birth. 

We find reports of the use of sclerosing agents 
in the treatment of these conditions as early as 
1829 when Dzondi' reports the effectual oblitera- 
tion of a cervical fistula of the neck by the use of 
liquor nitrici hydrageri. In 1933 Cutler and Zol- 
linger* gave us rather detailed reports of several 
cases of fistulae and cysts that were effectively 
treated by this method. They employed two dif- 
ferent solutions, i. e., Zenker’s fluid and a modified 
Carnoy’s solution. In 1935 M. W. Sherwood’ of 
Temple, Texas, reported the cure of two abdom- 
inal sinuses, three cervical fistulae and one ure- 
thral fistula by the injection of modified Carnoy’s 
solution. 

CASE REPORT 

Mr. J. D., a white male, 38 years of age, came to 

us March 8, 1937, complaining of a painful swell- 


(Continued on page 193) 
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QUACKERY’S PLACE 

Someone has said that if a bridge is to be built 
the services of a competent engineer are required. 
There is just one way to construct a bridge cor- 
rectly, and obviously the services of a cultist would 
be dangerous. 

Why are there no veterinary cults? What sort of 
care is given the sick pig by the worried husband- 
man? Isa cultist called in to apply his eager hands 
along bristly spinal columns? How much aid could 
a faddist on diets or deep breathing give to a sick 
cow? Would a neurocalorometer help fix up Fido’s 
distemper? How about a good old colonic irriga- 
tion for the pregnant pussy cat? Why not a course 
of electronic vibrations or an electric belt for the 
impotent bull, or better yet, a goat gland rejuvena- 
tion? What perverted line of reasoning leads some 
people to seek competent medical care for their sick 
animals, and when occasion demands, drag their 
children off to the dangerous den of some quack or 
cultist? Can it be that human life is held in such 
cheap regard? Why aren’t human lives as holy as 
those of domestic animals? 

Of what relative merit are present-day astron- 
omers as compared to the quack astrologers? Neu- 
rologists and phrenologists? Chemists and alchem- 
ists? The ignorant gibberish issuing from the 
mouths of today’s cultists suffers by comparison 
with the concepts of yesterday’s medieval pseudo- 
sciences. 

If a house be built on a poor foundation the day 
must come when the entire structure, glittering 
though it may be, will topple in destruction. Just 
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so with quackery and cults. Glibly though these 
money-grubbers may clothe their basic premises 
with confusing jargon, the rottenness of their foun- 
dations is still a reality. 

Ignorance in an engineer would not be tolerated 
by society. Guesswork by a public accountant would 
meet swift punishment. Quack chemists and as- 
tronomers would be quickly shooed into oblivion. 
How much longer will society allow any of its mem- 
bers to be cared for bodily and mentally by the un- 
speakable quacks now flourishing like rotten weeds? 

There is only one way to do anything—that is 
the right way, found to be so through ages of ex- 
perience based on the solid foundation of truth and 
knowledge. There is only one right way to treat 
sick human beings. Systems and cults have no 
place in the delicate, often dangerous business of 
caring for human lives. 

Many in New Mexico and Texas are today in the 
clutches of the quacks and cults. Will help come 
before it is too late? 

Arizona has made a proud start in abolishing 
quackery. Her basic science law is calculated to 
kill off the cults at their roots in their foul soil of 
ignorance. Thus does the youngest state in the 
union point the way for others to follow. Honor 
to Arizona! For humanity’s sake, let her example 
be not wasted on the legislative bodies of her sister 
states. 





INTERNATIONAL COLLEGE OF 
SURGEONS 

One of the most remarkably fast-growing scien- 
tific organizations of today is the International Col- 
lege of Surgeons. Founded at Geneva, Switzerland, 
in 1935, chapters have been set up and are func- 
tioning in nearly all the civilized countries of the 
globe. Men of exceedingly high calibre, profes- 
sionally and personally, have banded together to 
further the interests of surgery as a science. 

No conflict in interests is apparent between the 
International College, the Americ®~ College of Sur- 
geons or the Royal College of Sure ons. The object 
of this new society is “to gather together eminent 
surgeons of each nation, free state, and dominion 
in the world into one great organization with the 
thought in view that the personal exchange of 
views of the leaders in surgery will do much to ad- 
evance the science of surgery and also promote a 
better understanding between those who in every 
country are working for the good of humanity.” 

We rather like that purpose as stated. Should 
that goal be perpetually striven for, the initials 
F. I. C. S. and M. I. C. S. cannot help but increase 
in meaning and prestige as time passes on. 





GALLUP—FIFTY-SEVENTH SESSION 

Great credit is due the McKinley County (N. M.) 
Medical Society for the general excellence of the 
fifty-seventh annual meeting of the New Mexico 
Medical Society, held in Gallup May 11-13. A long 
list of guest speakers appeared, gave of their knowl- 
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edge, and mingled in personal contact with the 
registrants. The attendarice this year, despite the 
long distances traveled by many, was above the 
average. 

Interest to many was heightened by the various 
types of entertainment, such as the Indian dances. 
Quarters for the meeting were well chosen. So, in 
addition to learning something, the visitors enjoyed 
a relaxing vacation. 

Dr. Geo. T. Colvard of Deming was elevated to 
the presidency, succeeding Dr. E. W. Fiske of Santa 
Fe. Other officers elected: Dr. W. B. Cantrell, 
Gallup, president-elect; Dr. Wallace Martin, Clovis, 
vice-president; Dr. L. B. Cohenour, Albuquerque, 
secretary-treasurer; Dr. C. B. Elliott, Raton, coun- 
cillor 2 years; Dr. R. O. Brown, Santa Fe, council- 
lor 2 years; Dr. H. A. Miller, Clovis, councillor 3 
years; Dr. R. L. Bradley, Roswell, councillor 3 
years; Dr. Carl Mulky, Albuquerque, councillor 1 
year. 

Albuquerque was selected as the meeting place 
for 1940. 





BLOOD PRESSURE AND WEIGHT 
CHANGE 

As age increases and its accompanying changes 
are wrought in the body, it is expected that the 
blood pressure will gradually increase. It is well 
known that an increase in weight will usually be 
related to an increase in vascular tension. 

Ley’ has recently studied the records of 3516 ex- 
aminees for life insurance from the standpoint of 
weight and blood pressure. He concluded that: 

"1. After a reduction in weight of 5 per cent 
or more the blood pressures were found to be re- 
duced, despite the fact that the examinees were 
five years older. 

2. Increases in weight showed greater increas- 
es in blood pressure that might be attributed to 
advancing age. 

3. The older and more obese subjects were more 
successful at weight reduction. 

4. Loss of weight in normal weight people show- 
ed greater reductions in blood pressures than did 
similar losses in the overweight group. Gain in 
weight among the normal weight people showed 
less increase in blood pressure than similar gains 
among the overweight classes.” 

So that there is added reason for the physician to 
guard his patients from obesity. Who envies the 
fat man? 





1. Ley, Harold A.: The Effect of Change in Weight on Blood 
Pressures as Shown in a Study of 3516 Examinees; Proc. L. E. 
Ex. 1:33, March-April, 1939. 





TWENTY-FIFTH ANNUAL (RE-UNION) 
MEETING OF THE SOUTHWESTERN 
MEDICAL ASSOCIATION 
There have been three distinct periods in the 
growth and development of “Southwestern”. Some 
of our members have been associated with the 
organization through all of these periods. The 
Railway Surgeons’ Association of the Southwest 
antedates the time of most of us, but some can re- 
call it with pride and affection, and all of us 
should hold the organization in grateful memory, 
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because out of its needs and unselfishness. The 
Medical and Surgical Association of the Southwest 
was born in 1913, holding its first annual session in 
1914. For twenty years that Association grew and 
made its contributions to the medical life of the 
Southwest. Five years ago we decided to continue 
under the more euphonious name of “Southwest- 
ern Medical Association”. Under whatever name, 
however, it has had the same spirit and through- 
out this quarter of a century some members have 
remained constant in their interest and devotion. 
To them, it is intended that the Twenty-fifth An- 
nual Session shall express grateful recognition. 

For the sake of this meeting, Charter Members 
will be regarded as those who participated in the 
reorganization of the Railway Surgeons’ group in 
1913 and those who joined them in 1914 to form 
the Medical and Surgical Association of the South- 
west. 

In order that too close a line may not be drawn, 
due recognition will also be given to those who 
have been in the organization for twenty years or 
more 

All doctors who can qualify in either of these 
groups are urged to make their plans to attend the 
meeting in El Paso, November 9, 10, 11. An extreme- 
ly interesting program is being prepared and a spe- 
cial section of the program will be given over to 
the Charter Members, in which they will have 
active participation, as well as receive recognition 
for their faithful service _W. WARNER WATKINS. 





GLYCOSURIA AMONG JEWS AND 
NON-JEWS 


The impression has long been abroad that for 
some reason, Jews were niore apt to acquire dia- 
betes than were the non-Jews. The reasons be- 
hind this idea have not been well developed. Re- 
cently a study by Johnson’, who tabulated physi- 
cal examinations, made on approximately 1000 
Jews and 1009 non-Jews, went to show that the 
Jewish elements are a great deal more apt to 
show glycosuria. He found 1.72% of the non- 
Jews showing sugar in the urine. 4.51% of the 
Jewish group showed sugar in the urine. .48% of 
the Jewish subjects, taking the periodic health ex- 
amination, showed over 1% sugar, while none of 
the non-Jewish showed that much sugar. The 
group studied by Dr. Johnson were apparently 
healthy individuals taking a periodic health ex- 
amination under the direction of the Life Exten- 
sion Examiners. As qa part of routine examinations 
sugar determinations were made on urine of the 
2000 subjects. It was stated that the incidence of 


glycosuria in Jews was found to be 160% higher 
than in the non-Jewish examinees. Blood sugar 


estimations were not done and the policy holder 
was not studied from the standpoint of attempt- 
ing to diagnose diabetes. So that caution should 
be observed in interpreting these results as indica- 
tive of the incidence of actual diabetes in Jews as 
compared with non-Jews. But. Johnson feels that, 
“Among diabetics we would expect a very similar 
ratio to exist between Jews and non-Jews.” 

Studies of this sort are valuable in that they 
tend to provide items of proof or disproof of cer- 
tain suppositions that are rather commonly held 
by physicians. 


1. Johnson, Harry J.: “Comparison of the Incidence of Gly- 
cosuria Among Jews and Non-Jews’’; Pro. Life Ext. Ex., 1:42, 
March-April, 1939. 
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BRINKLEY vs. FISHBEIN 

The transcript in this libel suit now appearing 
in the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION provides most interesting reading 
and should be read by every physician. Dr. Brink- 
ley, it appears, grossed over a million dollars in 
1937, a very comfortable sum especially in a sec- 
tion of the country where various schemes have 
been proposed for the relief of those suffering 
from the lack of medical care. Our members 
should certainly read this case as reported in the 
Journal beginning with May 13 and running in 
consecutive numbers until completed. 





THE MARICOPA AUXILIARY 
ENTERTAINS 

The most successful of all Auxiliary parties was 
held at the home of Dr. and Mrs. W. P. Sherrill on 
Friday, May 26, with Mrs. Howell Randolph as co- 
hostess. The men were entertained at an al fresco 
barbecue supper in Spanish style. Mrs. Lloyd K. 
Swasey entertained with violin selections. An or- 
chestra was organized consisting of ex-professional 
musicians -— Kent, Hamer, Lytton-Smith, Herz- 
berg, Peterson, and Mrs. Running. They performed 
creditably popular tunes of the “mad twenties” 
(their prime). All were pleased and surprised that 
they were not. more “corny”. They escaped with 
their lives. Games were played throughout the 
evening and a grand time had by all. 





PRELIMINARY REPORT 
J. D. HAMER, M.D. 
Delegate to A.M.A. from Arizona 

This paper will be confined to remarks concern- 
ing some of the deliberations and actions of the 
House of Delegates at the St. Louis session held 
in St. Louis, Mo., May 15 to 19th. By necessity, 
owing to the time allotted for its presentation, 
many omissions will occur, but the writer will at- 
tempt to discuss with you some of the most im- 
portant phases of the activities of the House. It 
is true that a great deal of time is consumed dur- 
ing the sessions of the House in receiving and 
adopting the reports of the Officers and various 
Councils and Committees, and attention is drawn 
to these, if you are interested in reading them, to 
last week's issue of the Journal of the A. M. A. I 
would direct your attention especially to the ad- 
dress given before the House by the retiring Presi- 
dent, Dr. Irvin Abell. There is excellent material 
there for study and thought, and shows how he, 
and others of his committee who were appointed to 
act as a consulting board with governmental offi- 





Read before Maricopa County Medical Society, Phoenix, Ari- 
zona, June 5, 1939. 
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cials, tried to observe all the principles and poli- 
cies adopted by the House of Delegates in its rela- 
tions to proposed matters of public legislation af- 
fecting our profession. It was interesting also to 
note his remarks concerning the purposes and 
methods used by some governmental departments 
in smearing our profession before the public, espe- 
cially in their propaganda relating to the fed- 
eral indictment of our members and officials, for 
“monopolistic practices operating in restraint of 
trade.” 


The House of Delegates became interested in 
several new items of business and I shall review 
briefly several of them. The By-Laws of the As- 
sociation was amended in order to increase the 
capacity and function of the Council on Medical 
Education and Hospitals. Heretofore, this com- 
mittee consists of seven members, but next year, 
194), this same committee will have nine members, 
and it will be served by men who are selected be- 
cause of special interest and training in the various 
aspects of medical education, including premedical 
education, undergraduate and graduate education, 
as well as the work of the hospitals. The work of 
this Committee during the past few years has be- 
come greatly enhanced owing to the creation of the 
various certifying specialists boards, and the work 
of so many special medical and surgical societies 
of various sorts. A resolution introduced by the 
State of New York plunged the reference commit- 
tee and the House as a whole into confusion, par- 
ticularly after the newspapers over the land pub- 
lished a wholly misunderstood article as to the 
intent of the resolution and the truthful attitude 
of the House upon it. This resolution dealt with 
the problem of membership of Negro physicians in 
the A. M. A., and was sponsored chiefly because 
many colored physicians in the South were denied 
participation in many federal medical functions 
because they were not members of the A. M. A. As 
stated before the intent of the resolution with its 
subsequent lack of an adoption per se was some- 
what misunderstood by the press. The House 
failed to adopt the resolution as written and pre- 
sented for one reason only and that reason is very 
clearly defined in the constitution and by-laws of 
our organization What was that? Well, under the 
democratic principles of our organization, the local 
county medical society has the full power to pass 
upon its membership, and if the members of any 
county society feel that Negro members should 
be admitted, it is their business to decide. It was 
pointed out that many societies locally do accept 
colored physicians into membership, and so far 
as the House of Delegates was concerned, the local 
society must still decide for itself. There are no 
questions asked so far as membership in the A.M.A. 
is concerned, if a county society elects a colored 
physician to its roster. 

Topics of greatest interest and significance plac- 
ed before the House were those relating to the 




















June, 1939 


medical survey carried out last fall and winter by 
the Committee on Supply of Medical Service and 
secondly, the report. of the special reference com- 
mittee on the Wagner health act now in the halls 
of Congress. The first of these shows some inter- 
esting, instructive and enlightening results and 
varied in some respects a great deal with some of 
the propaganda emanating from the sanctuaries in 
Washington. The Bureau of Medical Economics 
prepared a record form to be kept for one week 
by physicians and dentists during each of three 
periods selected to obtain a representative sample 
of services rendered during one year. To date 
physicians and dentists in 453 counties in 33 states 
have completed and returned 12,549 report forms 
which represent actual daily records of free medi- 
cal and dental services rendered. Each record 
form called for three definite sets of information, 
i.e.: 1. the number of persons given medical servic- 
es or referred to some source for medical care. 2. 
free surgical services, and 3. abuse of free services, 
wherein physicians were asked to discuss their ob- 
servations and experience concerning any abuses 
that may exist in their communities in hospitals, 
dispensaries or clinic facilities and services intend- 
ed for the indigent sick. 

Following is the “Preliminary Report of the 
American Medical Association Study of Free Med- 
ical Services”: 

“The record of the number of persons receiving 
free medical services was restricted to the persons 
seen in the office and the home because informa- 
tion concerning free services rendered in hospitals, 
clinics or other institutions was to be obtained on 
other forms in the general Study of Need and Sup- 
ply of Medical Care. Likewise, only those persons 
were included who received services without charge 
and from whom no payments were received or ex- 
pected by the physicians or dentists. The instruc- 
tons were specific that no persons were to be in- 
cluded where there was a possibility that the physi- 
cian would be paid from some source such as rela- 
tives or friends of the patient or welfare, relief or 
philanthropic agencies. The instructions also spe- 
cifically called for the exclusion of persons for 
whom charges could not be collected. Frequent- 
ly it is a practice for physicians or dentists to en- 
ter a charge in their records even though they do 
not expect to receive payment. The exclusion of 
all such patients who constitute delinquent debtors 
or “enforced charity” was necessary in order to 
avoid including any patients from whom some pay- 
ments might possibly be received later. 

In regard to the observations and experiences 
concerning abuses of facilities and services for the 
indigent sick, the replies ranged from no comment 
to carefully prepared suggestions and criticisms of 
the organization of medical services for the indigent 
in the community. These observations were care- 
fully grouped into five main categories that were 
indicated from the replies. 

Table 1 shows the number of forms received dur- 
ing the three periods of the Study from July, 1938, 
to March, 1939. 

Table 1—STUDY OF FREE MEDICAL CARE 


(Form 1F) 

Number Forms Edited and Used in 

Tabulation -........ NaPSR URE eee 10,486 
Two or More Doctors Reporting on 

RR RENILSSSS. 0 2G Rn 56 
Not Used in Study (Incomplete or 

IN, sal hpi tnss stradiadintoien . 2,007 

Total Number of Forms 1F Received 
& ee eee 12,549 


All records received were carefully examined to 
make certain that the instructions had been fol- 
lowed and that the information recorded was leg- 
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ible and accurate. The records which were incom- 
plete or improperly completed were discarded. The 
information contained in 10,486 completed records 
of free medical and dental servces was placed on 
punch cards for machine tabulation. Fifty-six 
forms were kept as a combined record by two or 
more physicians. These forms were separated from 
the forms kept by individual physicians and were 
tabulated separately. 
Representativeness o; the Replies 

A total of 8,820 daily records of free medical ser- 
vices were kept by physicians for one week in each 
of the three periods. These records were distribut- 
ed fairly equally in each of the three periods of 
the Study as there were in excess of 2,000 records 
for each period. 

First it was necessary to determine whether the 
records received were representative of medical 
practice throughout the country. This required an 
examination of the records according to essential 
factors which might influence the replies by physi- 
cians, such as length of time in practice, type of 
practice, geographic location, and the time of year 
the record was kept. 

The tabulation of 8,418 records revealed that 
the physicians reporting had practiced medicine an 
average of 19 years. This average length of time 
in medical practice coincides with the length of 
time in practice shown by other studies such as 
“Distribution of Physicians in the United States” 
which is based on information furnished in the 
American Medical Directory. 


A group of 8,861 records also indicated the vari- 
ous types of practice for the physicians replying. 
The distribution of replies among the several types 
of practice again coincides fairly closely with 
known information concerning the distribution of 
physicians according to specialties. More than 60 
per cent of all replies were received from general 
practitioners, with the remaining replies distrib- 
uted among all the specialties in approximately the 
same proportion that each specialty bears to the 
total number of physicians. The physicians who 
indicated some special type of practice were con- 
sidered as specialists, although many probably 
were not limited specialists in the sense of devoting 
full time to a special type of medical practice. This 
distribution of more than 60 per cent of replies 
from general practitioners and less than 40 per 
cent from specialists and those devoting special at- 
tention to a specialty is in accord with the known 
—e of physicians in these two classifica- 
ions. 

Tabulation was also made of the distribution of 
the records according to states. Again the geo- 
graphical location of the physicians, who com- 
pleted records, in 450 counties in 31 states affords 
a fairly representative cross section of the physi- 
cians in the United States. 

The replies were collected in each of three dif- 
ferent periods of the year in order to obtain in- 
formation that would include seasonal variations 
in the number of patients, inasmuch as the number 
of patients is dependent on fluctuations in the in- 
cidence of illness. For example, several studies in- 
dicate that the months of December, January and 
February have a higher incidence of illness than 
the summer months such as June and July. In all, 
eight months or two-thirds of a year was the total 
time included in the three periods during which 
physicians kept weekly records of free medical ser- 
vices. These same eight months would probably 
account for 70 per cent of the total incidence of 
illness. Records kept during this period included 
weeks when the incidence of illness was high and 
weeks when the incidence was low. Consequently, 
the average of the number of patients reported in 
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the records included in the Study would be repre- 
sentative of an average week during a year. 
Information Obta ned 

The essentiai information revealed by the tab- 
ulation of records kept by physicians is as follows: 

Number of Persons Treated by Physicianss—A 
total of 8,633 weekly record forms indicated that 
730,387 persons received medical services from 
physicians in the office or the home. This repre- 
sents an average of about 84 persons who received 
medical services in the office or the home from 
each physician during each week. 

Number of Persons Given Free Medical Services: 
A total of 8,571 records of free medical services 
showed that 117,305 persons were given free medi- 
cal services by physicians in the office and the 
home. This represents an average of about 13 per- 
sons who received free medical services in the of- 
fce or the home from each physican during each 
week. 

The number of persons who receive free servic- 
es amounts to 15 per cent of the total number of 
persons treated by the physician in the office and 
the home. The number of persons treated free by 
physicians in clinics or in outpatient departments 
or wards of hospitals is not included. Likewise, pa- 
tients who receive services but fail to pay are not 
included. Several studies show that this latter 
group comprises some 20 per cent. of the physician’s 
practice. 

Including both the patients treated free and 
thos: who fail to pay for medical services, the 
physician receives no remuneration for approxi- 
mately 35 per cent of the persons treated in the 
office and the home. 

Number of Persons Re/erred to Some Other 
Source for Free Medical Services. Information re- 
ported in 6,957 records of free medical services 
completed by physicians indicates that 12,188 per- 
sons were referred to some other source for free 
medical services. This represents an average of 
about 2 persons who were referred for free medi- 
cal services by each physician during each week. 

Free Surgical Operations.—Physicians, in keep- 
ing the record form, were also asked to report the 
number of free surgical operations of all types per- 
formed for which no charge was made and no 
compensation was received. A total of 5.642 com- 
pleted records showed that 11,098 such free surgi- 
cal operations were performed. This represents an 
average of about 2 free surgical operations each 
week. 

Observations and Experiences.—The final in- 
formation requested in the record of free medical 
services asked for comments by the physicians 
based on their observations and experiences con- 
cerning any abuses of facilities and services intend- 
ed for the indigent sick in the community. The 
comments in reply to this request fell into the fol- 
lowing five main categories: 

First, those which pointed out that excessive 
free services were offered by clinics, outpatient de- 
partments and hospitals and that unjust demands 
for free services were made by persons able to 
pay. (1,033 or 39 per cent of the total comments 
were of this type.) 

Second, those which stated that persons requir- 
ing free medical services were well cared for and 
that there were no significant abuses in the facili- 
ties and services for the indigent. (892 or 34 per 
cent of the total comments were of this type.) 

Third, those which suggested that there were 
insufficient funds, facilities or organization for 
certain classes such as transients, accident cases, 
WPA workers, etc., who are not included in the 
general program for the care of the indigent. (478 


or 18 per cent of the total comments were of this 
type.) 
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Fourth, those which complained of political con- 
trol or inefficiency of public welfare administra- 
tion as being responsible for lack of more satisfac- 
tory services. (199 or 8 per cent of the total com- 
merts were of this type.) 

Fifth, those which complained of the inability 
of the county physician, county hospital or free 
clinic arrangements to cope with the growing de- 
mands for free services. (26 or 1 per cent of the 
total comments were of this type.) 


Interpretation of Injormation Obtained 

The information obtained from the records of 
free medical services can be used as a basis for de- 
termining many of the factual elements in the 
practice of medicine. For example, an estimate 
can be made of the total patient load during a 
year, the total number of patients treated free in 
one year, the value of free services, the probable 
costs per treatment for servces in the home and 
the office, the gross and net income from services 
rendered in the home and the office and similar 
data. However, these estimates, which must be 
carefully made and based on sound interpretations, 
will be included in the more detailed report to be 
completed in the near future. This complete report 
will contain additional records from physicians 
and will present other information concerning free 
medical services such as the relation of free ser- 
vices to type of medical practice and to geographi- 
cal location of physicians. Information obtained 
from the joint records kept by two or more physi- 
cians will also be compared with the information 
from individual physicians. Likewise, an analysis 
or the information obtained from dentists will be 
included.” 





THE MODERN HEALTH OFFICER 
H. D. KETCHERSIDE, M.D. 


Unless we stop once in a while to analyze our- 
selves and our work we are apt to fall into a rut 
from which it becomes increasingly difficult to 
extricate ourselves. The public is prone to con- 
sider us as glorified policemen whose only function 
is to enforce certain statutes pertaining to quaran- 
tine and sanitation, and that is just what we be- 
come if we only do what is required and expected 
of us. 

I do not wish to imply that these are not im- 
portant functions. They have been responsible for 
most of the progress we have made in the last fif- 
ty years, but I do wish to impress upon you that 
these methods are wholly inadequate and that very 
little further progress can be expected from them. 
We have been fighting single-handed against over- 
wheiming odds. You will all agree that the most 
difficult problem we have to contend with is igno- 
rance and indifference. Our work becomes simple 
and almost unnecessary when we are dealing with 
enlightened public-spirited people who can under- 
stand what we are striving to do, and it becomes 
difficult almost to the point of impossibility when 
we are compelled to deal with people who have no 
conception of the problems involved. 

This week a colored man, with smallpox pustules 
covering his face, walked into a doctor’s office. 
He was informed of his condition and sent home 
to stay in his house until the health officer ar- 
rived. When the health officer found him about 
an hour later, he was having a picnic for all the 
colored people in the neighborhood. He explained 
that he had planned the picnic before he knew 
he had smallpox. It was explained to the throng 
that they would all have to be vaccinated, but when 
the nurse went back the same day they had scat- 
tered to the four winds and could not be located. 





Read before the Arizona Public Health Association, May, 1939. 
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You have all been called to see patients with ad- 
vanced pulmonary tuberculosis and found the en- 
tire family crowded together in one little room, 
and the patient sleeping in the same bed with two 
or three little children. You have been horrified 
and have appealed to public officials who have 
promptly dismissed the problem and relieved their 
conscience with the simple statement that there is 
no money available and no place provided for the 
isolation of such cases. 

I wish to state that the money will never be 
forthcoming because we ask for it, but if we con- 
vince a large group of citizens of the necessity, 
they will demand that the situation be corrected 
and the necessary money promptly provided. 

Our small voices will not carry far, and our 
statements are apt to be discounted because we are 
only doing our duty. I am afraid it has been the 
voice of a prophet shouting in the wilderness. 

It must be obvious to all of you that the time 
has come when we must teach the individual citi- 
zens how to protect themselves, and it must be 
oy obvious that we can not do this without 

elp. 

We personally can reach only a very few. Toa 
large extent, we have been overlooking a great 
body of volunteers at our own elbows. Perhaps we 
have been too proud to ask for help. I have ref- 
erence to the practicing physicians and nurses 
as well as to the many other fine public-spirited 
men and women in every community. 

This fact was forcibly impressed upon me by the 
willing response of every one who was asked to 
aid in a week of health education this winter. They 
were more than willing, they were actually clam- 
oring to participate and gave unstintingly of their 
valuable time. The newspapers and radio stations 
were very generous with space and time. 

We are a very complacent people and not easily 
aroused but when once aroused are apt to be very 
insistent in our demands that an evil be corrected. 
We have evils, very glaring ones. If you doubt it, 
make a survey in your own community. In fact 
we have so many that we can not afford to dissi- 
pate our energy by trying to correct. them all at 
once. I would suggest that you pick out preferably 
one that promises rather quick and demonstrable 
results, and concentrate your efforts on it, then it 
will be easier to marshal your forces against the 
more difficult ones. 

Tt should not be very difficult to find one. Here 
in Phoenix I know, and in the other towns of the 
state I feel quite sure we have an epidemic of 
diarrhea each year at this season. Why? Because 
we still have many open toilets and the flies come 
the first of the hot weather. In this county we 
have typhoid every year. Why? Because we have 
cotton pickers and others living along the canal 
banks and drinking water out the canals and shal- 
low wells. In the state as a whole, probably the 
greatest problem is the control of tuberculosis, or 
rather the utter lack of control. 

Let us quit kidding ourselves and face the facts. 
Let us organize the chorus of voices about us and 
create a body of public speakers whose collective 
voices can not be ignored. 








INJECTION TREATMENT OF CHRONIC 
SINUSES: 
REPORT OF A CASE OF INFECTED THY- 
ROGLOSSAL DUCT CURED BY COP- 
PER SULPHATE INJECTIONS. 


(Continued from page 187) 


ing on the front of the neck of seven months’ du- 
ration. He gave a history of having cut himself 
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with a razor while shaving over this area previous 
to the onset of the present growth. 

Examination revealed a sphere-shaped reddish 
tumor about one and one-half cm. in diameter, 
situated in the mid-line of the neck about four 
cm. below the hyoid bone. There was some pus 
formation at the site of the tumor. A diagnosis 
of pyogenic granuloma was made and the tumor 
removed by the use of the high-frequency needle. 
The patient was subsequently seen on March 30th, 
at which time there was slight drainage at the site 
of removal of the tumor. This was treated with 
antiseptic applications and the patient told that it 
would probably heal over shortly. We did not see 
him again until October 14th, six and one-half 
months later, at which time he returned with a 
fluctuant swelling at the site of removal of the 
previous tumor. This was incised and drained of 
a moderate amount of sero-purulent fluid. On 
closer examination a cordlike induration was pal- 
pated extending upward and backward from the 
point of drainage. After inserting a probe for a 
distance of three-fourths to one inch it. was felt 
that we were dealing with a partially patent thy- 
roglossal duct. As the patient was hesitant about 
submitting to surgery, we suggested the use of 
sclerosing fluid injections. 

The first injection was made on October 19th. 
About 1 c.c. of a 10% solution of copper sulphate 
was injected under moderate pressure. Subsequent 
weekly injections of the same solution were used 
until November i6, at which time the patient was 
referred back to the family physician for continua- 
tion of the treatment under the same regime. This 
was carried out and the patient was seen again on 
March 1, 1938. At that time the sinus tract was 
apparently closed and would not admit probe nor 
could any of the copper sulphate be injected. The 
patient was advised to discontinue treatment for 
a while and return in a month or six weeks. We 
did not see him again until October 26, 1938, at 
which time the wound had completely covered 
with epithelium and no abnormality could be pal- 
pated subcutaneously. The patient informed us 
that it had been completely healed since April 
(seven months) with absolutely no drainage nor 
discomfort. 


SUMMARY 


A case of infected thyroglossal duct is here re- 
portec as cured by the sclerosing effect of injec- 
ticns of 10% copper sulphate. After seven months 
interim since the duct healed there have been no 
signs of recurrence or even of the presence of the 
tract. This case is reported in the hope that it 
wil] stimulate interest in this fairly simple type of 
treatment of chronic sinuses. 


$31 First National Bank Bide. 
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| EL PASO 
TUMOR CLINIC 
| REPORTS 


This is the account of a session of the El Paso 
Tumor Clinic, sponsored by the American College 
of Surgeons. Date: April 25, 1939, El Paso City- 
County Hospital. Dr. Leslie M. Smith presiding.—Ed. 


CASE I 

P. H.—Two tumors of clavicle. 

Dr. Wm. Glasier: This man, you will probably 
remember, was presented last time, but at that time 
we did not have a complete history of him. He has 
had this swelling at the sternum for the last five 
years, and for the last five or six months he has 
also had this swelling in the neck. He had Dr. 
Pickett treat him for syphilis, giving him four in- 
jections of neoarsephenamine. Dr. W. W. Waite 
said he did all of Dr. Pickett’s work, and Dr. Waite 
looked up to see if he had run a Wassermann on 
this man, and found that he had not. One Kahn, 
run in our clinic, was 2-plus, and since then three 
check-up Kahns all have been negative. He has 
been on potassium iodide, 15 drops, for a week now. 
I tried to secure a biopsy several weeks ago, and 
the tumor bled so hard that I had a hard time 
stopping it, and did not get the biopsy. 

Dr. Frank Goodwin: I don’t think much more 
can be said about this patient until he has had a 
biopsy and a spinal fluid examination. I can see 
nothing in this lateral x-ray of the chest. The first 
thing to think of would be a gumma, particularly 
with the history of a positive Kahn. My first guess 
would be gumma, and my next guess would be some 
type of bone tumor, but it seems to me that any 
malignancy of the bone would not have had a dura- 
tion of five years without something having hap- 
pened I think a spinal fluid examination and 
biopsy should be done before further discussion. 

Dr. J. W. Cathcart: I wouldn’t want to make a 
diagnosis. It looks like an osteochondroma of some 
kind. There is bone in the other tumor, and it 
doesn’t look like a metastasis from the other tumor 
because there does not appear to be bone in this 
one. 

Dr. R. P. Hughes: In most of these bone lesions 
of tertiary syphilis you get a productive thing 
rather than a destructive one. 

Dr. John Hardy: There might be something in 
the blood picture to throw some light on this con- 
dition. You might have a Hodgkin’s disease here. 
This tumor here, I should imagine, is either a giant- 
cell sarcoma, or, as Dr. Cathcart suggested, prob- 
ably an osteochondroma. I think that the little his- 
tory we have of pre-existing syphilis is of no con- 
sequence except to muddy the water. I do not think 
a spinal test, either positive or negative, would 
throw much light on this condition. This growth 
seems like an entirely different kind from the 
other one. I would suggest biopsy of beth tumors. 

Dr. L. O. Dutton: I think the best way to get a 
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biopsy of both tumors would be by the punch 
method. 

Dr. Glasier (in answer of question): The blood 
came from the tumor itself (during attempt at 
biopsy). 

Dr. L. M. Smith: We have certainly to rule out 
gumma here. We cannot be sure of it, but pre- 
sumably he has syphilis, as Dr. Pickett must have 
had reason to give him the treatment he did. In 
the second place this bone growth is exactly in one 
of the most common locations for a gumma involv- 
ing the bone, i. e., the stermal end of the clavicle. 
I think both of these lesions could be explained on 
the basis of that. I don’t think, though, that we 
should say that it is syphilis until we have gone into 
it more. 

(The concensus of opinion was that the patient 
should have biopsies of both growths and a spinal 
fluid examination, and this was recommended to 
Dr. Rodarte with the request that he report his 
findings at an early meeting.) 

Dr. Hardy: Here’s another thing—in the pres- 
ence of sarcoma you get a positive Wassermann. 

Dr. Cathcart: Malignancy will give 2 plus. 


CASE II 

C. S—Tumor of right breast (violaceous in color 
and with a very sharp border). 

Dr. Glasier: The complaint of this woman is 
sore on right breast and swelling. She is 50 years 
old, married, has nine children, the oldest 22 and 
the youngest 9, all breast-fed for a year. Five 
years ago she fell and hit the right breast, and a 
small crust and itching developed. It continued 
for the next three years, the crust coming off and 
then reforming, and then a tumor developed, and 
the doctors prescribed a salve, which did her no 
good. Finally a doctor sent her here for possible 
surgery. There are no glands. The nipple is 
eroded, and there is a lesion about three inches in 
diameter, with a crust. There is a tumor, freely 
movable. No glands in the axillary region, no 
lymph glands. Blood Kahn negative. Rbc., 5,000,- 
000; whc., 8,500; hb., 90; polys., 74; lymph., 26. 
Urine negative. 

Dr. Cathcart: This woman has a definite dim- 
pling in the skin above the lesion, and adhesive 
skin above the lesion. She has a red area surround- 
ing the nipple, about three inches in diameter. She 
has an axillary gland. I think there is no question 
but that she had a Paget’s to start with, and now 
has a carcinoma in the breast with an extension to 
the axilla. It is movable on the breast wall. I 
favor referring her to surgery for radical operation. 

Dr. J. L. Green. I agree with Dr. Cathcart that 
radical operation or breast removal is advisable. 
Opinion varies as to what constitutes a radical op- 
eration, some favoring removal of axillary glands 
and pectoral muscles. The operation we do is not 
so radical, but consists of removal of the entire 
breast and the axillary glands and then after that 
perhaps some radiation. 
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Dr. W. M. Branch: I think this is a malignancy. 

Dr. Russell Holt: I think it is malignant, but I 
think that in malignancy involving the lower half 
of the breast we should look for pathology in the 
liver, as often it is a metastasis from the liver. I 
would suggest an x-ray. 

Dr. Hughes: I would like to suggest that if it 
is removed we get a section of the skin to see if 
there is any Paget’s 

Dr. Smith: I think it is Paget’s, and I think a 
radical operation is in order. 

Dr. Cathcart: I think that this group is going to 
have to take some stand on these breast carcinomas 
that come out here, on the question of whether the 
breast should be irradiated without operation; and 
which cases should be classified as operable and 
which are inoperable, and irradiate certain groups. 
In the first place, the hospital does not, I think, 
have a machine for radiation, and I do not believe 
that we are justified in asking the county to irra- 
diate these cases. (Here Dr. Cathcart read from a 
small magazine about some findings in regard to 
cancer in California, giving average life expectancy 
of breast cancer cases, definition of radical breast 
amputation, etc. It stated that their opinion was 
that preoperative irradiation was of more value 
than postoperative. Stenographer should have got 
all this, as it was most instructive, but didn’t). I 
am going to be in New York next month, and am 
going to make it a point to go to Memorial, for if 
anyone in the world is going to be able to put radia- 
tion on the map they will do it, as they lean strong- 
ly in that direction. Mayos, on the other hand, lean 
the other way, clear over on the surgical side. 


CASE III 

E. S.—Tumor of right breast. 

Dr. Glasier: This 17-year-old girl was playing 
baseball four years ago when she was hit on the 
right breast. A small lump developed which became 
progressively larger. Blood Kahn was negative. 
Left breast completely normal. Mass is freely mov- 
able, medial to the nipple, about the size of the 
nipple or a little smaller. 

Dr. Cathcart: There is one point in connection 
with this—as you feel of this it snaps right out 
from under your finger. Malignancy doesn’t do 
that. She had this small, round, nodular, freely 
movable mass in the inner upper quadrant of the 
right breast, which snaps out from under the ex- 
amining finger freely. It is probably a fibroid 
adenoma or fibrocystic adenoma. Surgical removal 
I believe, would be indicated. (On questioning, pa- 
tient said it was tender all the time.) It is tender 
all the time, which is not like a malignancy. My 
suggestion is just removal of the mass itself. 

Dr. Green: I think Dr. Cathcart has covered it. 
It should be taken out and examined. 

Dr. Cathcart: There is a question whether these 
things ever become malignant, and whether they 
might just as well not be left alone, but it is a 
source of irritation and the possibility of malig- 
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nancy occurring is greater than it would be other- 
wise. 

Dr. Hardy: Some time ago a fellow said that his 
idea was that the reason malignancy occurs more 
often in uterus, breast and ovaries is because these 
three organs atrophy about the age of 45. 

Dr. Cathcart: That is true, although, of course, 
not applicable in this case, since here we are deal- 
ing with a young woman. 


CASE IV 
J. A. (25-year-old American, married)—-Tumor of 
head. 
Dr. Glasier: This patient has had this tumor at 


the back of the skull over the insert of the left 
sternocleidomastoid, the size of half of small hen’s 
egg, since she was 13 years old. It started as a 
pimple, with some slight pain, and slowly increased 
in size. She has had no treatment whatever. At 
the present time there is slight pain on manipula- 
tion. She had one other growth similar to this on 
her chin at the age of 12, which was removed and 
has not recurred. There is no redness or indura- 
tion, and pain only on motion. 

Dr. Hughes: I think it is a sebaceous cyst. It is 
too soft for a lipoma, and it is probably a very large 
sebaceous cyst. 


Dr. Dutton: Most sebaceous cysts as large as 
this are harder than this. 
Dr. Hardy: I think it is a lipoma. I can slip 


the skin over it, and I believe I can feel a lobulation. 

Dr. Green: I believe it is a lipoma. It is a little 
too soft for a sebaceous cyst, and, as Dr. Hardy says, 
you can move the skin over it. 

Dr. Goodwin: I don’t know, but I don’t think it 
is a lipoma. I think it is a cyst. 

Dr. Cathcart: I think it is a cyst. 

Dr. Branch: I believe there is some fluid there. 

Dr. John Peticolas: Lipoma. 

Dr. Dutton: It feels more like lipoma to me. 

It was recommended that the growth be removed 
in the clinic and examined. 








COMMUNICATIONS 





Sir: 

Under the Federal Food, Drug and Cosmetic Act 
the standards of strength, quality and purity laid 
down in the Pharmacopoeia for the drugs and 
preparations that it recognizes become the legal 
standards for such drugs and preparations. As a 
consequence, the manufacturer, the dispensing 
pharmacist and the physician have a common in- 
terest in the Pharmacopoeia. The manufacturer is 
enabled to furnish the pharmacist with officially 
standardized materials, the pharmacist to dispense, 
with exactitude, just what the physician desires, 
and the physician to write his prescriptions in sim- 
ple terms with confidence in what the pharmacist 
will dispense. Without the Pharmacopoeia there 
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would be chaos. Without confidence in its sponsors 
the situation would be perilous. 

The Convention for the Revision of the Pharma- 
copoeia decides the principles under which the 
Pharmacopoeia is to undergo revision. It also elects 
the officers of the convention, a board of trustees 
to manage administrative, legal and financial mat- 
ters, and a committee of revision, all to serve until 
the next revision convention meets. 

The Committee of Revision is composed of fifty 
elected members. Seventeen of these are doctors 
of medicine, representatives of clinical medicine, 
pharmacology, serology, therapeutics, etc. The other 
thirty- three members belong to pharmacy and the 
allied sciences, and include representatives of dis- 
pensing and manufacturing pharmacy, inorganic 
and organic chemistry, botany pharmacognosy, bio- 
logical assay, etc. 

In the past the Committee of Revision has in- 
cluded men of the highest rank in the several fields. 
That it may continue so to do, it is asked that the 
various bodies authorized to send delegates to the 
convention will appoint their full quota of dele- 
gates, and will select these from among those of 
their own people whom they know to be informed 
and at the same time prepared to attend the con- 
vention. 

Cordially yours, 
WALTER A. BASTEDO, M. D. 
(President of the U. S. P. Convention.) 


(Ed.—The official call issued by Dr. Bastedo:) 

In compliance with the provision of the constitu- 
tion and by-laws of the United States Pharma- 
copoeial Convention, I hereby invite the several 
bodies entitled under the constitution to represen- 
tation therein to appoint three delegates and three 
alternates to the Convention for the Revision of the 
Pharmacopoeia of the United States of America, 
which is to meet in Washington, D. C., on May 14, 
1940. 

WALTER A. BASTEDO, M.D., 
President of the U. S. P. Convention. 





Sir: 

It was with a good deal of embarrassment and 
chagrin that I received a notice from the printer 
asking if I wanted reprints of the article in the 
Journal of Southwestern Medicine, the article hav- 
ing been published several days before I even knew 
it. It seems to me that any author should have the 
courtesy of reading his proof before the article is 
published. 

In view of the fact that the copy that I handed 
the secretary of the Arizona State Medical Associa- 
tion was not a corrected copy and there were mis- 
takes in it, obviously the mistakes went through 
without being corrected. Furthermore, since that 
series of cases reported consists of both my own 
and Doctor Dolley’s cases, the paper should have 
included both our names, and as it appears in the 
Journal only my name is attached to it. I feel this 
is, indeed, very bad because in subsequent refer- 
ences in other articles I will be quoted without hav- 
ing given Doctor Dolley credit for his cases. 
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I am wondering, then, if there isn’t some way of 
correcting this in the subsequent Journal to the 
effect that the article should have had beside my 
name Doctor Dolley’s, as though we were co-author- 
ing the paper. I know of no other way of trying 
to correct it, but if you have any other suggestions, 
I would be glad to hear from you. 

Very truly yours, 
JOHN C. JONES, M.D. 








NEWS 





General 


The 18th annual scientific and clinical session of 
the American Congress of Physical Therapy will be 
held Sept. 5, 6, 7 and 8, 1939, at the Hotel Penn- 
sylvania, New York City. Preceding these sessions 
the Congress will conduct an intensive instruction 
seminar in physical therapy for physicians and 
technicians on Aug. 30 and 31 and Sept. 1 and 2. 

Registration is limited to 100 and is by applica- 
tion only. For information concerning seminar and 
preliminary program of convention proper, address 
American Congress of Physical Therapy, 30 N. 
Michigan Ave., Chicago. 





El Paso 


Dr. R. B. Homan, Jr., was elected national secre- 
tary of the American College of Chest Physicians, 
which met recently in St. Louis. 





A regular meeting of the El Paso County Medical 
Society was held Tuesday, May 2, 1939. The scien- 
tific program consisted of a discussion of “The 
Management of Head Injuries,’ which was pre- 
sented by Dr. John A. Hardy. 

The remainder of the meeting was devoted to the 
business activities of the society, which was open 
to general discussion. The executive committee 
and standing committees reported their activities 
since Jan. 1. Dr. J. L. Stowe presented his finan- 
cial réport. 





The annual banquet of the El Paso County Medi- 
cal Society was held Monday, May 22, 1939, at the 
Hilton Hotel. Refreshments were served in the 
Green Room from 7:00 to 8:00 pm. The banquet 
began at 8:00 p.m. The floor show which had been 
arranged began at 9:30 p.m. 





A regular meeting of the City-County Hospital 
Staff was held Wednesday, May 17, 1939, at 6:30 
p.m. at City-County Hospital. The scientific pro- 
gram was as follows: 

Case report: “Landry’s Ascending Paralysis” .... 
sissies hata ded hat celia tithe tianai i Dr. S. H. Newman 
Case report: “Toxic Encephalitis” 


ickbich tate Surcea a nenaa lone cabeeaab etl Dr. J. E. Morrison 
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Tuesday evening, May 2, 1939, the Reeves Ward 
Winkler County Medical Society, of Pecos, Texas, 
had as guest speakers Dr. J. Mott Rawlings, whose 
paper was on “Newer Knowledge of Vitamin Ther- 
apy,” and Dr. W. E. Vandevere, who spoke on 
“Mastoid Infections.” 





The regular staff meeting of the Hotel Dieu Sis- 
ters’ Hospital was held Tuesday, May 2, 1939, at 
12:10 in the auditorium of the Nurses’ Home. 
Luncheon was served. The scientific program was 
as follows: 

“Fracture Dislocation of the Cervical Spine with 

Transection of the Spinal Cord’’....Dr. L. W. Breck 
“Thoracoplasty” (with motion pictures eee 

EE as 1 eee eee Dr. F. P. Miller 





The regular dinner and staff meeting of the 
Southwestern General Hospital was held Thursday, 
Apr. 27, 1939, at 6:30 p.m. in the hospital auditor- 
ium. The program was as follows: 

“Pyperchromic Anemia of Pregnancy; Case Re- 

Sree aero ee Dr. Harry Leigh 
“Prolonged Labor with Uterine Inertia and Trans- 

verse Arrest” ............... ...Dr. Francis Snidow 





Dr. Ralph Homan has been elected as councillor 
of the first district of the Texas State Medical 
Association. 





Dr. Leslie M. Smith has been elected president of 
the Texas Dermatological Society. 








AUXILIARY NEWS 





El Paso 


Mrs. Branch Craige took her place as president 
of the Woman’s Auxiliary to the El Paso County 
Medical Society at the installation luncheon at the 
El Paso Country Club, May 1. 

Mrs. Craige is a member of the boards of the 
Woman’s Club, Public Library, Family Welfare, and 
St. Ann’s Mission. She is treasurer of the El Paso 
Student Loan Fund, and a member of the El Paso 
Chapter of the American Association of University 
Women. 

Other officers installed at the luncheon were: 
Mrs. James W. Laws, president-elect; Mrs. Henry 
T. Safford, Jr., first vice-president; Mrs. W. E. Van- 
devere, second vice-president; Mrs. Leslie Smith, 
third vice-president; Mrs. H. L. Murphy, recording 
secretary; Mrs. J. Travis Bennett, corresponding 
secretary; Mrs. Paul E. McChesney, treasurer. 

Directors are: Mesdames F. O. Barrett, T. C. 
Liddell, George Turner and Will P. Rogers. 

Mrs. Craige has announced her standing com- 
mittees: General health and program, Mrs. Henry 
T. Safford, Jr.; public relations, Mrs. James W. 
Laws; child welfare, Mrs. J. Mott Rawlings; physi- 
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cal examination, Mrs. R. B. Homan, Jr.; social 
Mesdames N. H. Keller and George M. Edwards; 
courtesy, Mrs. Robert Thompson; Music, Mrs. 
Samuel Rennick; telephone, Mrs. J. L. Stowe; 
yearbook, Mesdames Louis Breck and R. P. Hughes; 
publicity, Mrs. M. P. Spearman; historian, Mrs. 
Gerald H. Jordan; parliamentarian, Mrs. Hugh 
Shannon; ways and means, Mrs. Jacob Rogde; 
“Hygeia,” Mrs. Francis A. Snidow. 








MISCELLANY 





NATIONAL SOCIETY FOR PREVENTION 
OF BLINDNESS 

In the annual report of this society, it is shown 
that during the past 30 years, the campaign to 
eradicate ophthalmia neonatorum has_ brought 
about a 75 per cent reduction in the number of 
infants who lose their sight at birth. Also great 
strides in the control of syphilis are of particular 
importance in the protection of eyesight, as ap- 
proximately 15 per cent of all blindness can be 
traced to syphilis. 

Sight saving classes are now providing a normal 
education for approximately 8,000 American school 
children, the number of classes having grown to 
589, an increase of 31 over the year before. About 
450,000 copies of the society’s pamphlets and 12,000 
posters were distributed, and a motion picture film, 
“Preventing Blindness and Saving Sight,’ was 
shown to 1,500 audiences. Exhibit material was 
provided for 125 conventions and a transcribed 
radio program on the Fourth of July was used by 
200 stations. 

The society’s expenditures for 1938 amounted to 
$169,000. Financial support is received through 
voluntary contributions from 17,000 members and 
donors in all parts of the country.—Virg. Med. Mo. 








DRINKING AND TRAFFIC ACCIDENTS 

The toll of traffic accidents has forced upon us 
the problem of the “accident-repeater” and also 
that of the driver under the influence of alcohol. 
The last report of the Committee on Tests for In- 
toxication, made to the National Safety Council, 
brings out two important points: half the drivers 
killed in automobile accidents had been drinking 
and one-third the pedestrians killed had been 
drinking. 

The effect of alcohol in impairing judgment and 
mechanical ability is too well known to need com- 
ment. The report states that the average driver 
with a blood-alcohol concentration of 0.15 per cent 
or more is 55 times as liable to have a personal- 
injury accident as is one without alcohol. While 
there are minor variations in the response of dif- 
ferent persons to alcohol, in general the commonly 
accepted evidences of intoxication have paralleled 
the alcohol concentrations in the blood and tissues. 

In Evanston, Ill., a study by Holcomb showed 
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that 12 per cent of 1,750 non-accident drivers 
stopped and tested had been drinking, whereas 47 
per cent of the accident drivers had been drinking. 
He also found that from midnight to six in the 
morning was the most dangerous period on the 
road from the standpoint of drunken drivers, in- 
asmuch as over 40 per cent of all drivers tested dur- 
ing that period had been drinking. 

After thorough tests of various procedures for 
examining drivers involved in accidents for evi- 
dence of alcohol, the committee advises the use of 
special report forms, chemical] tests for the presence 
of alcohol in breath, blood or urine, and medical 
examination to prevent the confusion of illness or 
injury with alcoholism. Only by the accurate de- 
termination of the degree of alcoholism and by the 
prompt and sure punishment of the drinking driver 
can this menace be curbed.—N. E. Jo. Med. 





GOOD PAPERS GONE WRONG 

Speakers mumbling down into their vests with 
their necks bent forward, or standing in a sloppy 
attitude, will spoil the finest medical paper that 
was ever written. Talking too long or not having 
the talk properly organized; talking too technically 
for the particular audience, will result in the failure 
of a very fine piece of work or statistical observa- 
tion. Trying to compel an audience to keep sta- 
tistics in mind as the speaker reads them off of 
paper, or wandering off the subject is deadening; 
the reason people do not walk out is because they 
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are too paralyzed to do so. Walking nervously 
around, indulging in some mannerism like scratch- 
ing the face or tapping the foot; not looking the 
audience exactly in the eye, will turn three-fourths 
of a medical meeting from a pleasure into a chore 
for the listeners. * * * 

Use a low-pitched diaphragm voice which will 
carry well. Talk with the mouth wide open, and 
use the muscles of the face. Words through closed 
lips sound as though Charlie McCarthy were still 
locked in his trunk.. Words spoken with the face 
held as though it were a mask of cement will not 
carry. Adapt the volume of the sound to the size 
and distance of the audience and the presence or 
absence of electrical aids to the voice. You can tell 
very easily by watching the audience whether or not 
they hear you. 

Look the audience in the eye. Look one person 
in the eye and then another. Make everybody in 
the entire audience feel that you are talking par- 
ticularly and individually to him alone. Never let 
your eyes wander away from the audience. 

You ought to be tired after making a speech. 
That means put energy into it—Nebr. S. M. Jour. 





INTRAUTERINE STEM PESSARY 
The contraceptive intrauterine stem pessary is 
universally condemned by the competent, well- 
trained gynecologist of this and other countries 
because: 
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1. It does not prevent conception but gives rise 
in most cases to early abortion. 

2. It produces almost universal morbidity be- 
cause: 

a. It is a foreign body. 

b. Enhances low grade pelvic infection. 

c. Produces communication between vaginal and 
uterine flora. 

d. Removes natural barrier of internal os in 
acute infection. 

3. Is responsible for such complications as: 

a. Rupture of uterus, due to implantation in 
uterine wall. 

b. Foetal death due to implantation in placenta. 

c. Premature separation of placenta, due to low 
grade metritis. 

d. Complications of labor, due to embedding in 
cervical wall. 

e. Ectopic pregnancy. 

The intrauterine gadget is not a panacea for the 
prevention of pregnancy.—Nebr. S. M. Jour. 





ETIOLOGY OF BRONCHIECTASIS 
A. The Intrinsic Factors. 
1. Respiratory infections. 


Fusospirochetal disease. 
. Whooping cough. 
Chronic bronchial asthma. 
Foreign bodies. 

Stagnating secretions. 
Bronchia] tumors. 

Poison gases. 

. Congenital defects. 

B. Extrinsic Factors. 


a. Pulmonary tuberculosis. 
b. Chronic bronchitis. 

c. Bronchopneumonia. 

d. Influenza. 

e. 

f 
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1. Chronic sinusitis. 

2. Chronic interstitial pneumonia. 
3. Tumors. 

4. Aneurysm. 

5. Atelectasis. 

6. 


Chronic adhesive pleurisy. 
—Texas St. J. Med. 











BOOK NOTES 





PRECLINICAL MEDICINE. By Malford W. Thewlis. Pp. 223, 
inc. Williams & Wilkins Co., Baltimore, Md. Price, $3.00. 


It is far better to prevent disease than to attempt 
to cure it. Each year sees us farther on our way 
in preventative medicine, but the road is still long 
and much work must be done before a longed-for 
Utopia can become a reality. 

Life span has been markedly increased by the 
prevention of childhood diseases, but, on the other 
hand, more people reach old age, and hence in- 
crease the incidence of degenerative diseases. Still, 
much can be done in prolonging life when degen- 
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‘Ta in the physician’s mind / 
when he prescribes a feeding formula’ | 
for a baby is to obtain the best physi- 
cal development of which the child 
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We are continually receiving very 
gratifying reports from physicians 
who prescribe Lactogen in their 
infant feeding cases. Furthermore, 
extensive tests of Lactogen feeding 
on large groups of infants under 
supervision of competent pediatri- 
cians have proved to their satisfac- 
tion that Lactogen is very successful 
as a routine infant food as well as for 
the supplemental feeding of the 
newborn. 





If you have not as yet tried 
Lactogen, we urge you to do so. 
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erative disease is found, and this in itself can be 
classified as a part of preventative medicine. At 
least medicine puts off, many times for years, the 
period of dissolution. 

The average general practitioner is little inter- 
ested in preventative medicine. His task is to at- 
tempt the cure of patients who present themselves 
with manifest disease. But more and more, as the 
public becomes educated through the various agen- 
cies of prevention, the family doctor is confronted 
with the problem, and must acquaint himself with 
the fundamentals at least if he is to retain the 
respect of his families. 

Books on general medicine give one but a brief 
knowledge of this type practice, and any volume 
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dealing with this in a specific way should be wel- 
come. 

Dr. Thewlis in his book on “Preclinical Medi- 
cine” has written a clear and concise outline which 
gives at a glance a working knowledge of this vast 
field. He shows that through a study of preclinical 
states and pre-disease, a synthetic diagnosis is ob- 
tained, by means of which an analysis of disease 
tendencies are made; that the general practitioner 
is aided by his knowledge of the life history and 
actual condition of the patient; that close super- 
vision of the patient must be maintained even in 
health; that the patient must be kept health con- 
scious and not disease conscious; that disease evils 
and conditioning periods of disease are critical fac- 
tors; that adaptation of present clinical methods 
and research to investigation of preclinical states 
and predisease periods is necessary; that the im- 
portance of a protective program for children and 
adults is great. 

The book is easy to read, has an excellent bibli- 
ography, is well printed, and should offer the gen- 
eral practitioner a handy volume for reference after 
he has read it carefully and learned from its pages 
how to attach disease before it reaches the symptom 
stage.—L. S. P. 





GRINGO DOCTOR. By I. J. Bush, M.D. Foreword by 
Eugene Cunningham. Pp., 261. Illustrations, 12. Cloth. The 
Caxton Printers, Ltd., Caldwell, Idaho. 1939. Price $3.00. 


The Southwestern Empire, for better or worse, 
has now been won for the white man. The squawk 
of the radio, the flash of the stream-liners, the 
15-story buildings have ousted the six-guns, cow- 
hands and Indians. Gasoline fumes pollute the air 
and the peasants speak learnedly of the merits of 
bitulithic paving. The price of cotton and lettuce 
is today vastly more of importance than the doings 
of a rebel band below the border. But only yes- 
teday all this wasn’t so. We newcomers to this 
land of promise must now rely on the written word 
of the oldsters for orientation in the bloody back- 
grounds of the history of the Southwest. That 
story could not be written by a pedagogue—it needs 
the robust treatment of an old sage-brusher, more 
interested in the story than its telling. 

America’s empire wasn’t wrested from Ethiopians 
or “heathen Chinee” across angry oceans. It was 
snatched, in the royal British way, from contiguous 
lands and peoples just a few sections of clods away 
from the holy land of the early Crown colonies. As 
time proceeded, many of the more pruritic of the 
adventurers found their way down into our South- 
west. What they saw and did and killed there 
makes a story safe now to tell out loud in books. 

One of those present at the dawn’s unloading of 
the circus was Ira J. Bush,M.D. He came into the 
Southwest when “gone to Texas’ was synonymous 
with “escaped from justice.” Managing to live 
through a large quota of hair-raising adventures 
on both sides of the Rio Grande, he was finally 
moved by the itch inherent in all men to write. So 
he wrote himself a book, and thereby gave those of 
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us literate a thousand vicarious thrills of touch- 
and-go times. Proud episodes are reported without 
flag waving. Less creditable sequences are not 
smeared with the face-saving white wash. Unfor- 
tunately, Dr. Bush has now passed to his fathers, 
else “Gringo Doctor’ might have been the lively 
introduction to further volumes on early South- 
western mores. 

In undertaking the publication of this work the 
Caxton Printers have performed a service. But, 
alas, service is not always profitable. That is to be 
regretted, for “Gringo Doctor” is one of the books 
that ought to grace the shelves of every home li- 
brary in the Southwest. 

The medical aspects of the early days on the 
border are not stressed, thank heaven. There are 
too many physicians competing in secret-telling in 
today’s writings, anyway. Yet the book is not a 
disconnected series of anecdotes at all. A man is 
living in dangerous times, and tells simply how the 
days passed for him. No social message is implied, 
no yen to be a Great Thinker is involved. You may 
draw your own conclusions as to whether you like 
the ways of the early booted rifle boys or not. But 
of one thing, be assured—you’ll have the devil’s own 
time trying to put this book aside to go do the 
chores, once you’ve begun it. 

If there’s a spark of interest in you left to spare 
from the daily market quotations, beg, borrow or 
steal a copy of “Gringo Doctor” and go to it with 
hands and feet flying. But don’t ask for the re- 
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viewer’s copy —he is reading the book again.— 
M. P. S. 





THE VAGINAL DIAPHRAGM. By Le Mon Clark, M.D. Pp., 
107, with 53 illustrations. Cloth. Price, $2.00. St. Louis: C. V. 
Mosby Company, 1939. 


Here is a very comprehensive book of 100 pages, 
covering the field of use of the vaginal diaphragm. 

It points out the advantages. Chief of these are 
that it is: effective, simple to use, inexpensive, 
esthetically acceptable to both partners. The nu- 
merous illustrations will aid the physician in teach- 
ing the patient how to use the diaphragm and how 
it works. 

A book well worth your consideration —W. J. P. 





MANUAL OF TOXICOLOGY. By Forrest Ramon Davison, 
M. B., M. Sc., Ph.D. Paul B. Hoeber, New York City, 1939. 


This book makes an effort at putting this sub- 
ject within less than 250 pages, stating in the 
preface that the effort is to present “all that is 
essential in the field of toxicology, always keeping 
in mind that the book has been written for the 
student of medicine and general practitioner.” In 
this the book falls short because it makes state- 
ments that are in error, as, “Quinine should be 
given by vein, and in dilute concentration, other- 
wise the patient may die of heart failure.” “Pow- 
ders are not readily absorbed by the stomach.” 
“Morphine habituation rarely occurs in cases when 
great pain demands its use.’”’ These statements are 
contrary to general usage and acceptance, and not 
backed up by facts. There is some carelessness in 
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good English usage throughout the book, which 
makes an impression of carelessness impossible to 
avoid. A list of 25 preparations for use as anti- 
dotes is given, and it is further suggested that 
every physician have such a bag handy. The sug- 
gestion is left on page 25, that strong hydro- 
chloric acid is occasionally used internally. An- 
other questionable procedure is that potassium hy- 
droxide is used as a caustic for chancre, which is 
contrary to modern procedure. A further mis- 
statement is made on page 75, in the discussion of 
radioactive substances: “The beta and gamma rays 
are not (italics mine) as powerful as the alpha 
rays, though the gamma rays are more penetrating 
than the alpha rays.” 

The book has some good points, but in the light 
of the many bad ones it is not generally reliable — 
D. vB. 








SCRAPS 


Break o’ dawn to pick up Bennett, Safford and 
Pangman ... El Paso sun warming as the long 
highway unfolds .. . halting the journey at Carrie 
Tingley, where Bennett much stricken with a flow- 
ery bush .. . Gallup and El Rancho Hotel early in 
the afternoon .. . the Gallaghers of El Paso, earli- 
est in... buying Indian dolls for the two daughters 
.. . Goodwin, Multhauf, Rennick, Armistead, Turn- 
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er, Werley—all of El Paso . . . Womack of Carlsbad 
with a glass of water .. . Ballenger of Albuquerque, 
just in time to eat . . . Monaco and Anthony of 
Gallup, steering the affair . . . Cantrell of Gallup, 
being the host helpful . . . Colvard of Deming, run- 
ning the sessions as an efficient prexy must do... 
Austin of Carlsbad, stuffing himself . . . Evans of 
Las Cruces, an old friend from days now gone... 
Barnes of Hot Springs, from our old college . 
Connor of Denver, wondering what is to happen to 
Colorado U. when Texas comes up to show South- 
west football to them next year . . . Stuck of Den- 
ver, the brain and nerve man... Glazier of Carls- 
bad, resting from his long trip . . Palmer of 
Phoenix, talking of cancer . . . Salsbury of Arizona, 
commuting from his Indian hospital . . . Arnold of 
Lincoln, Nebraska, officer of International College 
of Surgeons, one of the charming personalities that 
make long trips worth while . . . the long table 
covered with food Thursday night . . . poker and 
singing to wee hours . . . Nugent of the Interna- 
tional College of Surgeons and Neuquist of the 
American College . . . high talk and foaming mer- 
riment in the bar with a mirror in the ceiling .. . 
Harris of Albuquerque, versed in Indian lore . 
Wylder of Albuquerque, content with the bright 
world . . . Lathrop of Albuquerque, cordial in his 
chat ... kind boosts given the Southwestern Asso- 
ciation by the boys from Albuquerque and Santa 
Fe .. . Indians ducking when camera lenses point 
. . So few women-folks this year . . . inviting one 




















New Oil-Immersed Shockproof 


Bedside Unit 


—tThis latest achievement by Keleket 
ideally fulfills the modern requirements 
for bedside work, as a full range auxiliary 
unit in the main laboratory, or as a mobile 
X-Ray apparatus in the Emergency Re- 
ceiving Room. 


its shockproof head may be positioned in 
actual contact with patient if necessary, 
permitting radiography at the most dif- 
ficult angles. 


Its extreme lightness in weight, due to 
ingenious elimination of heavy counter- 
weights assures greater ease in handling. 
Your inspection of this modern, depend- 
able and high capacity unit is invited— 


Call or write your Authorized Keleket 
Agents. 


Southwestern 
Surgical Supply Co. 


EL PASO, TEXAS PHOENIX, ARIZONA 
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Accidental Discovery 


Gelatinized Milk DECREASES INCIDENCE OF 
UPPER RESPIRATORY INFECTIONS 
IN INFANTS 


Many a useful discovery 





























has resulted from a chance 
finding by a keen observer. 


Two years ago a group of university workers fed 
milk containing 1 and 2% plain, unflavored gel- 
atine to a group of infants. There was a lower 
incidence of vomiting, diarrhea, and constipation 
than in control groups. Asa corollary, they noticed 
that those receiving the gelatine formula suffered 
fewer upper respiratory infections. This was inter- 
esting enough to demand further study. The work* 
was recently repeated in two different clinics and 
the results substantiated. Knox Gelatine (U.S.P.) 
was used. It is 100% pure U.S.P. Gelatine—85 % 
protein—in an easily digestible form—contains no 
sugar and should not be confused with factory- 
flavored, sugar-laden dessert powders. 


* Further Clinical Observations on Feeding Infants 
Whole Milk, Gelatinized Milk, and Acidified Milk. 
C. Loring Joslin, M.D., F.A.A.P.; Bulletin of 
the School of Medicine, University of Maryland; 
Jan. 1939. 

, Write Dept. 43° 


KNOX GELATINE LABORATORIES 


JOHNSTOWN NEW YORK 








Please send reprint 


of Joslin study. Sree 
ree 
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and all to E. P., come November and the 25th an- 
niversary of S. W. Medical . .. Multhauf of El Paso, 
asking Stuck of Denver what brain surgeons do if 
one of their patients recovers from an operation, 
and Stuck’s candid reply .. . Morris of Safford, who 
never loses interest . . . Watts of Silver City, as 
progressive as they come .. . baked potatoes at the 
big dinner, scrubbed and tubbed .. . winning an 
attendance prize at the dinner . . . Gallagher’s 
speeches, Injun dancing, penny-snatching from the 
floor . . . coolness and stars . . . colorful Indian 
costumes of the waitresses, not worn until they 
drop off .. . the evil eye of the camera pointed at 
papooses, exorcised by payment of a dime... bul- 
let holes in windows in the miner’s quarters across 
the tracks .. . red rock cliffs about the town .. 
the stadium for the inter-tribal ceremonies . 
the Chief, pride of the Santa Fe R. R. . . . roulette 
and dice . . no place for a _ tenderfoot 
Cohenour of Albuquerque, collecting the money and 
speaking of turkey hunts . . . Kit Carson’s cave in 
the hills . . . early leaving the nest with the bunk 
beds . . . saying adios and off in the bright sun 

. the Super-Chief flashing by in the desert . . 
gay talk on the way ... the Rio Grande again, 
actually silvery in the late afternoon . . . darkness 
and home ... greetings and requests for presents 
from the small blonde daughter ... see you in 
Albuquerque in 1940. 





PHYSICIANS AS ARTISTS 

“From time immemorial, medicine and art have 
been closely associated. The same skill that makes 
the surgeon’s fingers deft with scalpel and liga- 
ture is at work in the beautiful examples of sculp- 
ture and carving shown in this book. The eye that 
so quickly and accurately evaluates the gradations 
in color and texture between normal and patho- 
logic tissue coordinates the hand that wields the 
painter’s brush. The man who chooses medicine 
as his life’s work is largely motivated by a love for 
his fellow man, else he would select a vocation of- 
fering greater monetary reward. From the begin- 
ning, he is trained to exercise his powers of ob- 
servation, and in time develops imagination, sym- 
pathy, understanding, philosophy and reverence, 
all of which are the very essence of art. More- 
over, he deals with that most exquisite form of di- 
vine art and beauty, the human body. 

“An artist-physician has said: “The tendency of 
most persons is to regard the artist with awe as a 
superman endowed with talents not vouchsafed to 
the ordinary mortal. Most doctors have a latent 
artistic sense which may be developed to a re- 
markable degree by constant practice. When op- 
portunity affords, slip away to the park or coun- 
try, sit down on a camp-stool and practice sketch- 
ing from nature. At first the results may not be 
satisfying, but in course of time you will be grati- 
fied to notice a marked improvement. An ample 
sketching kit may be purchased for a small sum 
and any local artist will be glad to give you in- 
struction.’ 

“At the least, every physician is able to develop 
a sensitiveness to and an appreciation for fine art. 
He can also cultivate a hobby which, if not one 
of the fine arts is in the class of ‘work by the side 
of work’. Dr. Charles A. Dana, who has always 
stressed the value of cultural medicine, has advis- 
ed: ‘Be a collector, for example, of stamps or auto- 
mobiles, or old books, or neckties or pins; or find 
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diversion in some collateral branch of science; the 
lore of birds, of fishing and shooting. Make a gar- 
den or cultivate shrubs and flowers. These kinds 
of activities will make your life happier and your 
— character more attractive and effec- 

ve. 

—quoted from “Parergon,”’ published by Mead 
Johnson & Company, Evansville, Ind. Free copy 
available on request. 


Directory | 
TERN MEDICAL ASSOCIATION 
Howell S. Randolph, M. D. Phoenix, Arizona 








President 
Ralph W. Mendelson, M. D Albuaq 
lst Vice-President 


23nd Vice-President 
M. P. Spearman, M. D 

Secretary-Treasurer 
Orville Egbert, M. D 


President-elect 
1939 Session—El Paso 
1939 Session—November 9-10-11—El Paso 
ARIZONA STATE MEDICAL ASSOCIATION 
Ghas. &. Guith, M. D.......... ...........Nogales, Arizona 





que, New Mexico 
Phoenix, Arizona 





J. D. Hamer, M.D 








El Paso, Texas 





El Paso, Texas | 














Councilor ‘Central D District 
W. Paul Holbrook, M. D... --.—--------- Tucson, Arizona 
Councilor ‘Southern’ District 
J. D. Hamer. M. D. Phoenix, Arizona 
Speaker House of Delegates—Delegate Am. Med. Assn. 
1940 Session—Tucson 


NEW MEXICO MEDICA] SOCIETY 





| 
President | 
Danie! L. Mahoney, M. D. Tucson, Arizona | 
Vice-president } 
Leslie R. Kober, M. D Phoenix, Arizona | 
Secretary | 
Cc. B. Yount, M. D.—......_.........................._ Poet, Ariasha | 
Treasurer | 
D. F. Harbridge, M. D. ...__......_. Phoenix, Arizona | 
President-elect 

John Bacon, M. D .....--Miami, Arizona 
Chairman Medical Defense Committee | 
George O. Bassett, M. D Prescott, Arizona | 
Councilor Northern District | 
George C. Truman, M. D... Mesa, Arizona | 
| 





Geo. T. Colvard, M.D. , Deming, New Mexico 
President 
W. B. Cantrell, M.D. _ - Gallup, New Mexico 
President-elect 
Wellace Martin, M. D. . Clovis, New Mexico 


‘Vice-President | 
L. B. Coh r, M.D Albuquerque, New Mexico | 
Secretary-Treasurer 
COUNCILLORS 
RR GR GG ae Raton, New Mexico 
R. O. Brown, M.D. ... Santa Fe, New Mexico 
H. A. Miller, M.D. _...... Clovis, New Mexico 
R. L. Bradley, M.D. .. —_ _ Roswell, New Mexico 
Carl Mulky, M. D. sninicinccaiatpiaaniis ~ Albuquerque, New Mexico 
C. A. Miller, M. 5S. . Las Cruces, New Mexico 
1940 ‘Session—Albuauerque — | 








EL PASO COUNTY (TEXAS) SOCIETY 
Jas. J. Gorman, M. D. 
President 
Orville Egbert, M. D. 
Vice-President 
Jesson Stowe, M.D. 
Secretary-Treasurer 
Leslie Smith, M. D. 
President-Elect 


BOARD OF MANAGERS 
UTHWESTERN MEDICINE 
Arizona State Medical Association: 
J. D. Hamer, M. D Phoenix, Arizona 
D. F. Harbridge, M. D...______.________ Phoenix, Arizona 
(Secretary-Treasurer) 
New hay Medical Society: 
B. a Gallup, New Mexico 


pat tT. Gees, BM. @............-..... Deming, New Mexico 
Southwestern Medical Association 

Wm. Henry Woolston, M. D.__.. * seme, New Mexico 

J. W. Cathcart, M. D _El Paso, Texas 
El Paso (Texas) Medical Society: 

Paul Gallagher, M. D. El Paso, Texas 


(Chairman) 
Ralph Homan, M. D El Paso, Texas 



































Please mention SOUTHWESTERN MEDICINE when answering advertisements. 





nn ek he a fm ol CellC lms 


